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Abstract / Summary
This thesis set out to further the understanding of the psychosocial factors 
that influence the decisions surrounding breastfeeding, when carried out by younger 
women; including the attitudes of non-pregnant adolescents, pregnant mothers and 
breastfeeding mothers.
Three quantitative studies and one qualitative study were carried out. The 
latter found that important themes to emerge were: the importance of self-confidence 
in parenting and breastfeeding, social norms and maintaining a positive attitude. The 
five young mothers who took part in the qualitative study were a sub-sample of the 
57 women who took part in the first quantitative study. This study found that there 
were differences of self-esteem, attitudes, general self-efficacy and postnatal 
breastfeeding self-efficacy between the age-groups with the older mothers having 
higher scores. After childbirth there was a significant drop in breastfeeding self- 
efficacy scores and this was especially the case for the younger mothers. General 
self-efficacy and breastfeeding self-efficacy were predictive of the duration of 
breastfeeding independently of age. Also there was an association between the length 
of time spent in education and the likelihood of the mothers still breastfeeding at four 
months.
The second quantitative study examined the differences in attitudes between 
young adults and older adults and found that older adults had more positive attitudes, 
although they did not differ between men and women. When the 2005 figures are 
compared with 1981, it is evident that there has been very little increase in attitudes 
amongst young people and no increase in knowledge. Also there was a lack of 
education about breastfeeding reported. Therefore the third study was an intervention 
in schools with 92 girls. This increased the attitudes in the intervention group, but 
intentions were not increased. Theory of planned behaviour (TPB) variables 
predicted intention, but whether the girl had been breastfed herself was also found to 
be a strong predictor of intention.
From the results of these studies it is possible to conclude that, in the way 
they influence breastfeeding behaviour, attitudes and self-efficacy are not stable 
traits. Rather, they are changed over time by life experiences, body image, and social 
and cultural factors and can be changed too by health education interventions.
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CHAPTER 1 -  Overview of the Thesis
This first chapter presents an overview of the contents of the thesis.
Chapter 2 presents a review of the literature concerning psychosocial factors 
in relation to breastfeeding, especially with a view to understanding the 
psychological factors influencing breastfeeding in yowwg women (including 
adolescents). It includes some background material on the health benefits of 
breastfeeding. As well as covering demographic factors, it also includes discussion of 
social support, attitudes, the theories of reasoned action and planned behaviour in 
relation to breastfeeding and self-efficacy. These concepts are discussed in relation 
to quantitative studies on breastfeeding and qualitative ones too. There is a diagram 
based on social cognitive theory (Bandura 1997), which highlights how it has been 
used in relation to the studies in this thesis. Finally it includes the research aims of 
this thesis.
Chapter 3 reports on study one. It was a longitudinal study with a cohort of 
pregnant women, beginning in the antenatal phase and finishing when the baby was 
four months old. It used questionnaires before and after the birth to elicit the 
important psychosocial factors effecting the duration of breastfeeding in young and 
older mothers. The emphasis was on self-efficacy, particularly breastfeeding self- 
efficacy, using the short form of the breastfeeding self-efficacy scale (BSES-SF), 
(Dennis 2003). The study aimed to find out what were the differences in the 
psychological factors between the age groups and what were the predictors of the 
duration of breastfeeding; as well as whether there were any relationships between 
breastfeeding self-efficacy and other psychological factors, such as attitudes.
Chapter 4 reports on a qualitative study using a sub-sample of young mothers 
from the first study, who were still breastfeeding / combine-feeding at four months. 
This small study used Interpretative Phenomenological Analysis to elicit master 
themes. The aim of this study was to discover if there were any other aspects of 
breastfeeding self-efficacy that the young mothers wished to explore, via semi­
structured interviews; especially as a measure with only 14 items (the BSES-SF) may 
not cover all the contexts of breastfeeding in relation to young motherhood.
Chapter 5 reports on study two; a cross sectional study looking at differences 
in attitudes between young adults and older adults. As study one found younger 
mothers had lower attitudes than older mothers; and the literature has found that 
adolescents have poorer attitudes than older parents. Yet the young mothers (from 
the qualitative study) who were able to continue breastfeeding had more positive 
attitudes than negative ones. There was also a gap in the literature concerning young 
adults (17 -  25).The aim of this study therefore was to examine the differences 
between young adult’s attitudes to breastfeeding and older adult’s attitudes. It was 
also possible to semi-replicate a study carried out in 1981 on young people’s 
attitudes at University.
Chapter 6 reports on an intervention (study three). As both studies one and 
two pointed towards the lack of education being a relevant factor in the duration of 
breastfeeding (from a specific point of view and a general one) it was deemed 
important to carry out an intervention in secondary schools. As studies one and two 
also pointed to the importance of raising attitudes in young women, it was decided 
that the classroom intervention should focus on attitudes. The theory of planned 
behaviour (TPB) was used in this intervention too, as a means of assessing the value 
of the intervention. The aim of this study was to discover if attitudes and intentions 
could be improved by a classroom intervention and also to examine the predictive 
power of TPB variables on intentions to breastfeed in adolescent girls.
Chapter 7 is the final chapter in this thesis. It provides a general discussion of 
the results found in all studies, as well as discussing possibilities for future research, 
limitations and implications. It finishes with a conclusion.
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CHAPTER 2 -  LITERATURE REVIEW
Background
“Breastfeeding is the most cost-effective, health-promoting and disease- 
preventing activity new mothers can perform” (World Health Organisation 1990 
WHO/UNICEF.) A review of the literature carried out for the NHS on the benefits of 
breastfeeding for the infant (Bick 1999) found that protection against gastrointestinal 
infection and against otitis media (ear infections) were established benefits.
Protection against lower respiratory tract infection, against urinary tract infection, 
against allergies, against childhood type 1 diabetes and against sudden - infant - 
death - syndrome (SIDS) were possible benefits. A systematic review carried out by 
Owen, Martin, Whincup, Davey-Smith and Cook (2006) found that breastfeeding is 
also associated with a reduced risk of type 2 diabetes in children and adults. This is 
perhaps due to the link between bottle-feeding and obesity in children (Fewtrell 
2004). Other research has shown that the health benefits for the child also include 
protection against asthma (Oddy et al 1999; Ip et al 2007) as well as some 
enhancement of cognitive development in the early years (Anderson, Johnstone & 
Remley 1999). Although another review (Jain, Concato & Leventhal 2002) found 
that, despite the majority of studies concluding that breastfeeding promotes 
intelligence, the evidence firom higher quality studies is less conclusive. Sacker, 
Quigley and Kelly (2006) found that there is also a positive effect of breastfeeding 
on the attainment of gross motor milestones, which is not simply a product of 
advantaged social position, education or parenting style. The WHO (Horta et al 
2007) has recently commissioned a review of the evidence, which suggests that 
breastfeeding may have long-term benefits. Participants who were breast fed 
experienced lower mean blood pressure and total cholesterol, as well as higher 
performance in intelligence tests. Furthermore, the prevalence of overweight/obesity 
and type-2 diabetes was lower among those who had been breastfed.
Research has also shown that the health benefits for the mother are: more 
rapid uterine involution (Chua, Arulkumaran, Lim, Selamar & Ratman 1994), an 
earlier return to pre-pregnant weight (Dewey, Heineg & Nommsen 1993), a reduced 
risk for ovarian and breast cancers in young women (Siskind, Green, Bain & Purdie 
1997 and Newcomb et al 1994) and a reduced risk of osteoporosis when older
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(Lockey & Hart 2003). Also a history of lactation is associated with a reduced risk of 
type 2 diabetes in the mothers; and early cessation of breastfeeding or not 
breastfeeding is associated with an increased risk of maternal postpartum depression 
(Ip et al 2007). However the mother being infected with HIV, having epilepsy or 
postpartum psychosis are contra-indications for breastfeeding (Danziger 2006). 
Usually mothers who are more health conscious tend to be the mothers who 
breastfeed, although it is possible that breastfeeding behaviour causes the mother to 
become more aware of her health; as correlations have been found between health 
enhancing behaviours and breastfeeding (Pesa & Shelton 1999).
Quite often the concept of “bonding” is cited as a psychological benefit of 
breastfeeding for the mother and child (Lockey & Hart 2003). However this concept 
has not been proven; studies have shown that breastfeeding is not necessary to create 
infant- mother attachment (Cassidy 1999). Yet there is a hormonal element in 
breastfeeding, through the release of oxytocin (Palmer 1993) that does not happen 
through bottle-feeding, even with skin-to-skin contact and it is this hormone that 
provides the mother with the warm pleasurable glow, which further encourages her 
to talk to and cuddle her infant. Therefore breastfeeding mothers have often been 
reported as calmer, less anxious and less stressed than formula -  feeding mothers 
(Mezzacappa, Guethlein, Nelson-Vaz & Bagiella 2000). More recently Wilkenson & 
Scherl (2006) have examined psychological health, maternal attachment and 
attachment style in a sample of breast and bottle-feeding mothers. No differences 
were found between types of mothers in terms of their psychological health and 
maternal attachment, but results suggest that breastfeeding mothers have a more 
secure attachment style than bottle-feeding mothers. Also those who had an insecure 
attachment style were more likely to wean earlier. The authors suggest that a secure 
attachment style helps new mothers adjust to breastfeeding and to persist.
INFORM (2005) members, who are UK manufacturers of infant formula, are 
quick to point out that some of the previous studies, citing health benefits, suffer 
from a retrospective design and limited generalizability. However breast milk 
substitutes differ, not only in their nutrient composition and their lack of immune 
factors, but also in the practical aspects of their preparation, transport and storage i.e. 
formula feeding is less convenient than breastfeeding (NICE, Renfrew et al 2005).
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Also formula milk can become contaminated with microorganisms, which then 
becomes hazardous and carries the risk of multiple adverse outcomes (WHO 2004).
There is evidence of a dose-response relationship i.e. breastfeeding is 
associated with lower rates of the above-mentioned illnesses if carried out for the 
first six months of life (Raisler, Alexander & O’Campo 1999). Therefore WHO
(2003) recommend that a minimum of 75% of women should initiate breastfeeding 
and a minimum of 50% should still be breastfeeding at six months (preferably 
exclusively) and that solids should not be introduced until six months. Therefore 
there is widespread international acceptance of the health benefits of breastfeeding 
for both mother and child. Also there are economic benefits, not only for the mother, 
but for the health services.
Demographic Factors
Rates of Breastfeeding
In the developed world, the UK has worse rates of initiation and duration 
than the rest of Europe or Australia, and the most recent 2005 Infant Feeding Survey 
in the UK (Bolling 2006) found that the incidence rate was 76%; and the prevalence 
rates for babies of 6 months is only 25% (Bolling, Grant, Hamlyn & Thornton 2007). 
The largest drop in prevalence rates is in the first two weeks to 52%, as this is a 
period when many mothers will give up due to physical difficulties and a belief that 
once the baby has received the colostrum that is all they really need (Stoppard 1982). 
Breastfeeding incidence is related to the age of mothers, with rates ranging from 51% 
among teenage mothers, to 58% among mothers aged 20 to 24 and 84% of mothers 
aged 30 or over; with a huge increase in initiation rates at the age of 25 (58% of 
those aged below 25 initiate as opposed to 76% above). Increases in breastfeeding 
rates were seen in all age groups, between 2000 and 2005, but this increase was not 
statistically significant among mothers aged 20 or under (Bolling 2006). The 
prevalence rates at 6 months are also influenced by the mother’s age: i.e. of those 
under 20 only 7% are still breastfeeding, whereas of those over 30, 31% are still 
breastfeeding (Bolling et al 2007). Also in the U.K. mothers who left full-time
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education at age 16 or below were less likely to breastfeed than those educated 
longer (59% versus 91%, Bolling 2006). The reason maybe that those who leave full­
time education later in life are better able to process theoretical knowledge in order 
to make decisions about whether or not breastfeeding is the choice for them, whereas 
women who leave education at an earlier age are more likely to be influenced by 
positive or negative exposure to breastfeeding, such as witnessing someone else 
doing so (Hoddinott & Pill 1999/
Adolescents and Breastfeeding
There have been a considerable number of studies written on breastfeeding 
practices in young mothers. In 1996 Benson explored adolescent mothers’ 
experiences of breastfeeding and motherhood, in Australia. She found that, as 
teenagers need more sleep than adults, the demands of a newborn caused them to 
experience a lack of sleep and this influenced their choice to formula feed, 
presumably with the help of a significant other. She also found that ease of 
achievement, which seems to be a measure used by adolescents to assess the 
desirability of a task, influences the decision to terminate breastfeeding early, as 
health professionals do not always give an honest approach. Ineichen, Pierce and 
Lawrenson (1997), from a quantitative study, found that decisions about 
breastfeeding in this population are often left till late in pregnancy and that their 
breastfeeding is often of short duration. Weimann, DuBois & Berenson (1998) 
carried out a study amongst adolescent mothers in the USA and found that a 
subgroup of adolescents who had considered breastfeeding, but then chose bottle- 
feeding were those who had low financial status, little family support, and no 
breastfeeding role models. A review of the literature was carried out by Wambach & 
Cole (1999  ^and they found that teen mother’s breast milk is comparable to adults, 
that nonpregnant and pregnant teens and teen mothers hold both positive and 
negative attitudes towards breastfeeding, but their positive and negative experiences 
are often related to their social situations and developmental level. They suggest that 
further descriptive research is needed on actual infant feeding experiences of teens.
Kennedy (2000), as an experienced lactation consultant who has worked 
with teenage mothers, discusses the adolescent mother’s issues and how they might 
differ from adult mothers: for example modesty when breastfeeding, mobility.
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insecurity, a poor self-image and a concern that breastfeeding might change her 
shape. Dewan, Wood, Maxwell, Cooper and Brabin (2002) found that teenage 
primiparas have poor knowledge of breastfeeding compared with older mothers and 
that they are more likely to experience poor pregnancy outcomes such as premature 
and low birth weight babies. The health of these children is therefore further 
compromised by little or no breastfeeding. They found significant differences 
between their teenage and non-teenage groups on social factors such as employment 
level, marital status and level of education; therefore they suggest that these 
indicators of deprivation may be more salient than other factors. They also suggest 
that more meaningful information could be gleaned using qualitative methods.
Only two studies have examined the young woman’s perspective from a 
qualitative point of view: the Benson (1996) study mentioned above, where 
adolescent mothers in Australia were interviewed and she found that some of the 
themes included: anticipation of disapproval (as a teenage mother), a feeling of 
conspicuousness, needing it to be easy and a great need for sleep. Dykes, Hall- 
Moran, Burt and Edwards (2003), using grounded theory, found five themes relating 
to experiences of adolescent mothers in the North West of England: feeling watched 
and judged, lacking confidence, tiredness, discomfort, and feeling tied down.
The most recent study (Spear 2006), a telephone survey in the USA, found 
that antenatal and postnatal education and support specifically aimed at teenagers is 
limited and that the adolescents needed to be plainly informed about the superiority 
of breast milk. However this study was retrospective in nature and therefore subject 
to inaccurate reporting. It also consisted of mainly white mothers. Yet its findings are 
consistent with the previously discussed literature and the clinical implications are 
the same for each of these studies; namely that antenatal classes should be 
specifically aimed at adolescents with up-to-date information on the benefits of 
breastfeeding; and that there should be postnatal follow up for at least three months, 
that takes the support to the teenagers rather than expecting them to seek it by 
themselves.
The age of the mother is therefore undoubtedly associated with lower 
breastfeeding rates, as it can be concluded that the following factors are associated 
with less adolescent mothers initiating/continuing to breastfeed. Young mothers, 
particularly teenage mothers need more sleep than their older counterparts; they have
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a lack of role models to inspire breastfeeding; they are more concerned about 
modesty and therefore more easily embarrassed by breastfeeding in front of others. 
Yet they, like other adolescents, place great importance on being able to go out with 
their friends and breastfeeding is then perceived as an inconvenience. Younger 
mothers have usually left school at an earlier age and education levels are associated 
with early cessation of breastfeeding. Also teenage mothers often perceive that others 
are judging them negatively as being too young and this in turn reduces the 
likelihood of a teen mother breastfeeding in public. These factors, as exemplified in 
the above studies (and in the studies below on attitudes) show why age is associated 
with the duration of breastfeeding.
Other Relevant Demographic Variables
There are other demographic variables that are connected to 
breastfeeding rates. In the Infant Feeding Survey 2005 (Bolling 2006/ they found 
that there was a steep social class gradient in breastfeeding in the UK from 65% of 
mothers in social class V to 88% of mothers in social class I and most of the teenage 
pregnancies are among women in the lower social classes (Earle & Church 2004/ 
They suggest that early pregnancy and motherhood is both a cause and a 
consequence of social exclusion. They argue that in a social class where some young 
people lack education, employment and other opportunities, then motherhood can be 
perceived as a very important personal achievement. However on the other hand if 
the young mother is unable to go back to school / college or work due to a lack of 
support this “social problem” then becomes a vicious circle. Shaw, Wallace &
Bansal (2003) found that women from low-income environments do not make a 
rational decision based on health knowledge, but will only breastfeed for a very short 
period of time, despite having heard about the idea that “breast is best”. They found 
breastfeeding painful and were preoccupied with the infants’ weight gain. The desire 
to have babies of a suitable weight demonstrated the mothers’ attempts to be 
perceived as good mothers. Due to a lack of breastfeeding examples in their 
community they were misled by the misconception that breast milk is insufficient for 
a baby’s healthy development. Guttman and Zimmerman (2000) found that even 
those low-income mothers (I am using “low-income” and “low social class” as
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synonymous in this review), who had successfully breastfed their babies were 
socially constrained. This was because they felt that there was a paradox between the 
community norm expressing a view that breastfeeding was what a “good mother” did 
and the opposite view that breasts are eroticised and therefore breastfeeding should 
be prohibited in public. Whelan and Lupton (1997), using grounded theory, found 
that women with a low income were more likely to continue breastfeeding if they 
had positive attitudes, realistic expectations, a supportive mother and partner, and an 
ability to cope with perceived social isolation.
Another demographic variable that may affect breastfeeding rates is the 
ethnic origin of the mother. For example in America Kum-Nji et al (1999) found that 
minority populations, especially blacks, breastfeed at a lower rate than the remainder 
of the population, especially in inner-city communities, where there may be cramped 
housing conditions and therefore no privacy to breastfeed if the mother requires it. 
However the reverse seems to be the case in the UK (Sikorski, Boyd, Dezateux, 
Wade & Rowe 2001 and Hamlyn, Brooker, Oleinikova, & Wands 2002); in Britain 
mothers from ethnic minority groups are considerably more likely to breastfeed (e.g. 
95% of blacks initiate as opposed to 67% of whites). Yet some researchers (Shaw et 
al 2003) have found that feeding behaviours among different cultures are becoming 
more homogeneous; for example the Asian community mothers are now often 
assimilated by the bottle-feeding cultures in which they live. Shaw and colleagues 
(2003j used fPA to study low-income groups in Coventry, with mothers from 
different racial backgrounds. In a focus group they found that the Asian women 
wanted “fat, bonnie babies”. They also found that the white women wanted to be 
able to go out and get others to help, and that women from both backgrounds were 
influenced by their mother.
The demographic variable of marriage is perhaps less relevant in society now 
than it was, as many couples live together and have children, with the exceptions of 
single mothers who have less social support and those who have unwanted 
pregnancies. Taylor & Cabral (2002) found that women with unintended 
pregnancies, especially if they were unwanted, were less likely to initiate or continue 
breastfeeding. And young mothers, especially adolescent ones, may well be less 
likely to have planned their pregnancy.
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In the recent Infant Feeding Survey (Bolling 2006) the figures show that 
those who are 20 or under have the highest levels of smoking during pregnancy. 
Those who smoke throughout pregnancy are very unlikely to give up while 
breastfeeding and some mothers relapse and start smoking again after the birth. 
Evidence shows that women who breastfeed and smoke are more likely to have 
babies with inconsolable crying or colic (Renfrew, Fisher & Arms 2004). This is due 
to nicotine passing into the breast milk. A young mother with an infant that is crying 
a great deal will probably give up breastfeeding sooner. A study in the USA (Liu, 
Rosenberg & Sandoval 2006) found that persistent smokers and relapsers, who 
smoked 10 or more cigarettes per day, were twice as likely to wean their infants 
before 10 weeks than were non-smokers. This study relies on self-report rather than 
cotinine concentrations, however due to the social undesirability of smoking during 
pregnancy it is probable that the self-report data is accurate. However the main 
problem with this study is a “chicken and egg” situation i.e. did the resumption of 
smoking cause early weaning due to hormonal effects or did the mothers wean early, 
because they intended to resume smoking? It is possible that the latter is the most 
plausible explanation, as another study (Pesa & Shelton 1999) has found that mothers 
who breastfeed are more likely to engage in other health enhancing behaviours; such 
as smoking less than 100 cigarettes in a lifetime, consuming five or more 
fhiits/vegetables a day and visiting a dentist annually. The limitations to this study 
are due to retrospective collection of data and also the cross-sectional nature of this 
study precludes the tendency to view the health-enhancing behaviours as being 
predictive of breastfeeding. However it is possible to say that a mother who 
breastfeeds may be more likely to participate in health enhancing behaviours and 
participation in these behaviours will benefit both mother and child.
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Psychological Factors
Social Support
Non-demographic variables are more open to intervention than demographic 
variables and are therefore more relevant to psychological research than the variables 
discussed above. One example is the issue of social support. Ogden (2000) defines 
social support as the comfort, caring and help that one person receives from others. 
And she describes four different types of social support: namely esteem support that 
increases self-esteem (which could also be referred to as emotional support); 
informational support, which includes the giving of advice; social companionship in 
the form of friends and activities and instrumental support, which includes practical 
help.
In a study by Richardson and Champion (1992  ^they define perceived social 
support as the encouragement to breastfeed by significant others in the postnatal 
period. They say that there is limited data about perceived social support and length 
of breastfeeding; but they found in their study that the relationship between their 
breastfeeding social support scale and length of breastfeeding was not significant. 
However two individual items from this scale were significantly related to length of 
breastfeeding, and they were support from the extended family, particularly the 
females and support from co-workers. In a study by Wambach (1997) the Hughes 
Breastfeeding Support Scale (1984) is used to measure the amounts of perceived 
emotional, instrumental and informational support given to mothers in the early 
postnatal period, but she found no significant relationship between this scale and 
duration. However there is both quantitative (Arlotti, Cottrell, Lee & Curtin 1998) 
and qualitative evidence (Raine 2003) that suggests peer support among low-income 
women in deprived areas improves the duration of breastfeeding. Qualitative 
research (Bailey & Pain 2001) highlights the issue that, although middle-class 
women access more formal advice than working-class women, neither group find 
breastfeeding uncomplicated, therefore both place emphasis on informal support to 
help with difficulties. Peer counselling is one example of how this works. This sort 
of support is informative, social and emotionally valuable. Whereas formal support 
can either be facilitative or disinterested.
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In 2003 Dykes et al looked at the support needs of adolescent mothers. From 
the qualitative data ten themes emerged: feeling watched and judged, lacking 
confidence, tiredness, discomfort, sharing accountability, emotional support, esteem 
support, informational support, instrumental support and network support. Key 
supporters identified were the mother’s mother and the midwife. There is also 
evidence to suggest that the baby’s father is a source of support (e.g. Littman, 
Medendorp & Goldfarb 1994), as the father is able to alleviate the daily grind of 
early motherhood i.e. they are able to provide instrumental support. However the 
desire for paternal involvement is usually expressed by women who decide to 
formula feed (Earle 2002), as they wish for shared parenting. The actual perception 
of support is as important as the amount of support given; for example a woman who 
perceives that her partner prefers breastfeeding will be more likely to exclusively 
breastfeed than a woman who perceives that her partner prefers formula feeding 
(Scott, Binns, Graham & Oddy 2006; Freed, Fraley & Schanler 1993)).
However for the adolescent mother it will probably be the person she is 
closest to and this will probably be the significant other that she is living with, not 
necessarily the father. This person will often be the baby’s grandmother (Ekstrom, 
Widstrom & Nissen 2003). They found that it is important that the women know 
their own breastfeeding history as babies; as mothers with a longer breastfeeding 
period are usually more satisfied with their relationship with their own mother and 
the emotional support received from her. If women do not know their own 
breastfeeding history this may reflect a more distant relationship between mother and 
daughter. Also those women who know that their own mother did not breastfeed may 
repeat her ways of interacting with their own child. Some quantitative studies have 
found that perceived social support can predict intentions (Mitra, Khoury, Hinton & 
Carothers 2004) and breastfeeding intentions during the antenatal period usually 
predict breastfeeding initiation. However this study focuses only on low-income 
women, does not specify how social support was measured, who the relevant 
significant others were or what type of social support is important.
Qualitative studies seem to be more conclusive about the importance of social 
support than quantitative studies, perhaps because there has not yet been an adequate 
measure of social support for breastfeeding. For example a qualitative study carried 
out in Cambridge (Graffy & Taylor 2005) identifies five components of the support
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that women wanted from the health professionals in the first few weeks; namely 
information about breastfeeding and what to expect (antenatally), practical help with 
positioning the baby (postnatally), effective advice and suggestions on how to cope 
with difficulties as they arose, acknowledgement of mother’s experiences (e.g. being 
given the time to talk through their feelings without being judged), reassurance and 
encouragement. Therefore continuity of care and support is very important, by health 
professionals trained as breastfeeding counsellors (Ekstrom, Widstrom & Nissen 
2006).
General Attitudes
Attitudes can be also called “outcome expectations” (Bandura 1997). 
He defines them, with regards to health behaviour, as consisting of judgements made 
about the physical benefits or disadvantages that will follow from carrying out a 
certain behaviour. Bandura says that there are other forms too, namely social 
outcome expectations and self-evaluative reactions to one’s own behaviour. He also 
states that the positive expectations serve as incentives and the negative ones as 
disincentives. In other words the higher the expectancy that a certain behaviour can 
secure specific outcomes and the more highly these outcomes are valued, the greater 
is the motivation to perform the activity. In the case of breastfeeding that would 
mean that a pregnant would-be mother would have the desired outcome of a healthy 
baby. If she believes that breastfeeding will achieve that, then she will be more 
motivated to initiate breastfeeding when the baby is bom. However his social 
cognitive theory states that motivation for change is not just about attitudes, but also 
about efficacy beliefs, aspirations and perceived impediments; and he prefers to use 
the phrase “outcome expectations” as a more precise definition of one of the 
cognitive variables than the word “attitude” which can be vague.
A study by Shepherd, Power and Carter (2000) in Scotland, found that their 
results supported other findings that suggest that infant feeding attitudes are largely 
determined before conception and that this therefore needs to be addressed by 
education, media, social and health programmes; especially as they found that bottle- 
feeding mothers and all fathers had limited knowledge of breastfeeding benefits and 
were more likely to be embarrassed about breastfeeding in public. However this 
study does not record the ages of the participants and therefore it is not possible to
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say whether the attitudes mentioned in this study are more or less applicable to one 
age-group or another. The study by Richardson and Champion (1992) found that 
attitudes were predictive of initiation; using the Health Belief Model (Becker 1974) 
they found that their benefits and barriers attitude scale was also significantly 
correlated with breastfeeding duration. This had the advantage of including perceived 
impediments such as the embarrassment factor, as well as the perceived benefits such 
as “feelings of closeness with my baby”. They also measured knowledge about 
breastfeeding as a separate variable and they found that this was not significantly 
related to breastfeeding. Breastfeeding duration is a better representative of the 
behaviour variable, because breastfeeding needs to be a repeated activity and 
breastfeeding initiation alone is of little value unless the effort is sustained.
Using the lowa-Infant-Feeding-Attitude-Scale, Scott, Shaker and Reid
(2004) found that maternal attitudes in Glasgow were a significant predictor of the 
choice of infant feeding method at hospital discharge, but there was no follow up. 
Therefore this study implies that attitudes predict intentions and initiation. (Their 
scale defines attitudes as a combination of knowledge and beliefs.) The Infant 
Feeding Survey (Hamlyn et al 2002) found that there was a rapid drop in the first two 
weeks, which suggests that the factors, such as attitudes, that predict initiation may 
not be the same as those predictors of breastfeeding duration. If breastfeeding 
intentions predict initial behaviour, then there may be other reasons that the 
behaviour changes over time and attitudes may change too (Rempel & Fong 2005). 
For example when personal attitudes are compared with structural factors (such as 
the context of breastfeeding including the practical aspects of returning to work or 
school) it has been found that the latter are just as important in predicting duration of 
breastfeeding for those mothers who are unable/unwilling to stay at home (McKinley 
& Hyde 2004). This change in attitudes across time has been confirmed by a recent 
qualitative study (Moore & Coty 2006). Using focus groups they found that one of 
the main themes in the antenatal period was a focus on health benefits for both 
mother and baby, whereas in the postnatal period the same women found that they 
had to modify their attitudes and intentions according to their experiences; also 
depending on how much support they received, formally from health professionals 
and informally from significant others.
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Ineichen et al (1997) studied a sample of young mothers and expectant 
mothers (average age 17), who answered questionnaires inserted in an issue of 
“Teenage Network Newsletter”, which is distributed to a number of organisations 
catering for the needs of young mothers. Of the mothers who had already given birth 
58% chose to breastfeed, but half of them had given up by the end of the first week. 
The commonest reasons for not breastfeeding were: “not liking the idea”, sore 
nipples, “having to do it all yourself’ and embarrassment. Of the pregnant teenagers 
less than half anticipated that they would breastfeed; the main advantage was 
perceived as having a healthy baby and the main disadvantage was an expectation of 
sore nipples. Qualitative literature has corroborated these attitudes: studies using 
grounded theory found that there were many reasons why women chose to switch to 
bottle-feeding/ combined feeding after a short while of exclusive breastfeeding: (1) 
personal expectations clashing with the expectations of others, resulting in confusion 
(Hauck & Irurita 2002); (2) experiences of embarrassment and shyness (Hawkins & 
Heard 2001); (3) fears/experiences of pain (Hannon, Willis, Bishop-T ownsend, 
Marting & Scrimshaw 2000); and (5) awareness of the tension between the sexual 
and the maternal breast (Bailey & Pain 2001).
Embarrassment about breastfeeding in public or even in front of family and 
friends is often cited as a reason for discontinuing breastfeeding by young mothers 
(Kennedy 2000). This is because of the sexual image of the breast in Western 
society, so that the public are perceived as wishing women to be discreet; this is 
connected with the issue of breastfeeding and female sexuality in its widest sense 
(Carter 1995). Rich (1984), a feminist writer, wished to redefine sexuality through 
invoking a repressed womanliness, which contains the potential for a transformed 
relationship between women and their bodies. However other feminists see this way 
of thinking as too close to patriarchal representations of femininity (Carter 1995). 
Feminists in the past have argued that a woman is only really free if she bottle-feeds. 
They see the best way forward as being that of “gender neutrality” where women and 
men should be treated exactly the same and the only way to do this in a parenting 
situation is for the man to bottle-feed as much as the woman and for breastfeeding 
not to happen as it ties the woman down. So there is a dilemma in the feminist world, 
as focussing too much on breastfeeding can be seen as complying with the 
patriarchal notions that women are ruled by their biology. Yet feminists who promote
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breastfeeding see it as an expression of women’s power (Kitzinger 1987). Rich 
(1984) would also argue that breastfeeding is part of the power and sensuality of 
mothering which has been lost to women through the institutionalisation of 
motherhood.
Attitudes to breastfeeding seem to be influenced by erotophobia and sexism 
(Forbes, Adams-Curtis, Hamm & White 2003). They found that erotophobic men 
and women had less favourable opinions of breastfeeding women than erotophilic 
individuals. They also found that men who scored high on a scale of benevolent 
sexism had more favourable impressions than those with hostile sexism scores. In 
other words those who are uncomfortable with their sexuality and those who have 
negative sexist attitudes towards women are less likely to have a positive attitude to 
breastfeeding and will especially be against breastfeeding in public. Younger 
women, especially teenagers are perhaps less comfortable with their own sexuality 
than older women.
A study carried out by Dewan et al (2002) on breastfeeding knowledge and 
attitudes of teenage mothers in Liverpool, found that teenage mothers had less 
knowledge about breastfeeding than non-teenage mothers and were less likely to 
have seen someone breastfed. Also most of the teenage mothers mentioned 
inconvenience as the main cause for not wanting to breastfeed. Some times 
breastfeeding is perceived as inconvenient because of the special clothes that need to 
be worn, being “tied to the baby” and because of the embarrassment of breastfeeding 
in public (Guttman & Zimmerman 2000).
There have been several surveys conducted in Britain and abroad, which have 
investigated the extent of children’s and non-pregnant adolescents’ knowledge of 
breastfeeding and their attitudes towards it. A review of these (up to 1999) was 
carried out by Ineichen, Pierce & Lawrenson.They refer to studies in Liverpool, 
Dewsbury, and Canada, which suggest that there are more negative attitudes than 
positive ones, although “sixth formers” tend to have less negative attitudes than 
younger primary school children. They found that only the minority have had formal 
education on breastfeeding and therefore there are misconceptions about 
breastfeeding, for example it is often thought to be an instinct rather than a learned 
behaviour; and there is often a mistaken belief that breastfeeding capability is related 
to breast size. Yet De-Gale (1995) found that a school-based breastfeeding awareness
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project resulted in positive responses from pupils aged 11-16. She found that 
normally it is only girls who are taught about breastfeeding in child care lessons, but 
because breastfeeding is a public health issue she argues that all pupils, boys as well 
as girls should be taught about the benefits. Only 35% of the children had seen a 
woman breastfeeding and this was associated with the low percentage that said they 
would want their future children to be breastfed. Connolly,'Kelleher, Becker, Friel & 
Gabhainn (1998) carried out a study with 16 to 18 year olds in freland and they 
found that the most frequent source of information was the media, rather than home 
or school and a majority agreed that breastfeeding would be the best method of infant 
feeding, but would not necessarily consider it for their own children. They suggested 
that health promotion strategies need to reach young people before they initiate 
pregnancies and that health education courses inclusive of breastfeeding would be 
helpful and girls should be aware of the increased positive, attitudes of boys. Another 
study in freland (Green, Stewart-Knox & Wright 2003) found that attitudes to 
breastfeeding in public reflected preferred infant feeding method and were positively 
influenced by prior exposure to breastfeeding. Since then Gostling (2003) has used 
an online questionnaire to ask children (boys and girls) aged 12-15 about their 
attitudes to breastfeeding and how much information was provided within the school 
curriculum. Most pupils thought that bottle-feeding was the modem and most 
convenient way to feed a baby, but they would like more information about 
breastfeeding (89% had no recollection of being informed about breastfeeding in 
schools.) When asked their opinion about feeding their own future child boys were 
more positive than girls, but the majority thought it should be carried out in private.
Therefore attitudes/outcome expectations seem to be highly predictive of 
intentions and initiation of breastfeeding, especially amongst young 
women/adolescents, but often not so for duration. These studies have little or no 
theoretical background, but those that do, for example using the TRA and the TPB, 
have found similar results (see below).
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The Theories of Reasoned Action (TRA) and Planned Behaviour (TPB)
The TRA, as described by Ogden (2000), was used to examine predictors of 
behaviour, in particular attitudes (Fishbein & Ajzen 1975). Attitudes are defined as a 
positive or negative feeling about a behaviour; and are preceded by perceived 
outcomes and the evaluation of the outcome (Wawak-Sohierajska 2006). It also 
included subjective norms, which are beliefs individuals have about their significant 
others and their impact on the individual’s life (as opposed to descriptive norms 
which describe the person’s perception of what is normal in society). The TPB was 
developed as a progression from the TRA (Ajzen & Madden 1986). Both these 
models emphasised behavioural intentions as the outcome of attitudes and subjective 
norms, but the TPB added “perceived behavioural control” (PBC) which is based on 
a belief about the individual’s ability to control their behaviour and their perception 
of their skill in carrying out that behaviour.
These theories have been used in examining breastfeeding behaviour and in 
particular breastfeeding intentions. Firstly, using the TRA, many studies (Manstead, 
Plevin & Smart 1984, Humphreys, Thompson & Miner 1998 and Kloeben-Tarver, 
Thompson & Miner 2002) have found that attitudes predict intentions and initiation, 
hut they only weakly predict duration and subjective norms do not predict intentions 
or behaviour. A study with adolescents in Canada (Goulet, Lampron, Marcil & Ross 
2003) found that both genders had positive attitudes to breastfeeding, but negative 
subjective norms (there is no measure in this study of intention). They are negative 
perhaps because they do not have strong feelings about complying with the wishes of 
their significant others. It is possible that one of the reasons why the subjective 
norms variable is failing to reach significance is because many participants are also 
indicating that they do not know the opinion of their significant others regarding 
breastfeeding. Qualitative literature has found that social norms are incompatible, 
when participants in focus groups are asked to discuss factors surrounding infant 
feeding decisions (Stewart-Knox, Gardiner & Wright 2003). In other words if asked 
just one question about what her friends and family think about breastfeeding the 
participant may feel differently about these social referents.
Using the TPB, studies have again found that there is a strong intention- 
behaviour link (Stockdale 2001) and again that attitudes predict intention
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(Duckett et al 1998). Wambach (1997) also found, using the Attitudes on 
Breastfeeding Scale (Cusson 1985, which was originally designed to assess 
adolescent girls’ attitudes toward breastfeeding) that prenatal attitudes predicted 
intentions, but intentions to breastfeed (in general) only weakly predicted 
breastfeeding duration. Also all three of the previous studies found that subjective 
norms did not predict intention or behaviour. However different studies have 
measured subjective norms in different ways with different significant others; for 
example different social referents may vary in different cultures. Greek women 
attach greater importance to the views of medical practitioners than do women in 
Scotland (Swanson & Power 2000). A more recent study by Swanson and Power
(2005) also found the same results as above with regards to subjective norms and 
intentions, but they found that subjective norms in their case did determine 
breastfeeding behaviour (up to six weeks). Partners’ and midwives’ views were an 
important influence at birth. Also breastfeeding “continuers” perceived their partners 
as more pro-breastfeeding at six weeks. There may well be some overlap here 
between social influence and social support. Either way, social norms were found to 
vary at different time points, as breastfeeding women’s own mothers were perceived 
as less in favour of breastfeeding at six weeks than they were at the baby’s birth.
Also women who stopped breastfeeding perceived their own mothers as in favour of 
bottle-feeding at six weeks. Therefore, once again, it seems that subjective norms can 
be negative as well as positive. Breastfeeders in the above study reported 
significantly more positive attitudes, at all time points, than bottle-feeders, but there 
was no significant difference in perceived control between the two groups. However 
intentions were measured retrospectively and a more detailed measure of control 
over behaviour at different time points may have improved the predictive power of 
this variable.
Wambach (1997), who measured antenatal intentions and postnatal 
outcomes, and Duckett et al (1998) did find that perceived behavioural control (PBC) 
distinguished between breastfeeders and bottle-feeders and did predict intention. The 
difference between these studies and the Swanson and Power study (2005) could be 
accounted for by the fact that the previous two only recruited first time mothers, 
whereas the Swanson and Power (2005) study used multiparas as well. In other 
words, first time mothers who become successful at breastfeeding may well have
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scored highly on PBC, but second and third time mothers may not have scored so 
highly, either because they did not breastfeed their previous child or because they did 
but they were more aware of the problems that can occur. A study carried out in 
Poland (Wawak-Sohierajska 2006) found that all the TPB variables predicted 
behaviour. After delivery, at two months, she also found that those who were 
successful breastfeeders had improved attitudes and an enhancement of perception of 
social norms, whereas those who had failed at breastfeeding had decreased perceived 
behavioural control. Therefore it appears that behaviour can influence attitudes as 
well as the other way round. Wawak-Sohierajska (2006) explains the reduction in 
PBC, as a vicious circle in the mother-infant relationship. Women, who had 
unsuccessful attempts at breastfeeding, were not providing enough stimulation for 
the prolactin reflex. In accordance with the physiology of lactation they were 
therefore not providing enough milk and the newborn would then express his/her 
dissatisfaction and hunger by crying, which in turn would make the mother more 
anxious and therefore less able to control the breastfeeding experience to her 
satisfaction. Women would become increasingly aware of their breastfeeding failure 
due to their reduced lactation and consequently her perceived behavioural control 
would diminish.
Perceived Behavioural Control and Self-Efficacy
Perceived behavioural control, as the third factor in the Theory of Planned 
Behaviour, has been likened to Bandura’s concept of self-efficacy (1997) (see 
below). Some have argued that they are different because PBC reflects general 
external factors, whereas self-efficacy is more concerned with cognitive perceptions 
based on internal control factors (Armitage & Conner 2002). Others (e.g. McCarthy 
& Newcomb 1992) have found that self-efficacy has two dimensions; one which is 
the same as perceived behavioural control and is to do with a behavioural coping 
ability and the other is cognitive control and that these two aspects of self-efficacy 
will vary in their strength depending on the behaviour in question. However it seems 
that the differences are also to do with the way they are measured and the language 
that is used in the measures, rather than just the theory behind the concepts. The 
Wambach (1997) study found that PBC was predictive of breastfeeding. She
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measured three items to elicit mother’s perceptions of behavioural control over future 
breastfeeding plans, and an additional item to elicit perception of confidence in the 
ability to breastfeed. In conclusion she suggests that feelings of confidence and 
control are important variables in the outcome of this behaviour and therefore could 
be manipulated to improve duration. Other studies have corroborated the influence of 
such factors on the duration of breastfeeding, in particular maternal confidence; 
Ertem, Votto and Leventhal (2001) found that mothers who lacked confidence at one 
week were more likely to stop breastfeeding by the end of the first two weeks. Also 
Kronborg and Vaeth (2004) found that variables such as smoking, previous 
experiences with breastfeeding, and self-efficacy were associated with duration of 
breastfeeding. Schwarzer (1992) has noted a clear similarity between the concepts of 
PBC and self-efficacy and remarks that the two constructs can be used 
interchangeably. Therefore, with regards to breastfeeding, perceived behavioural 
control and self-efficacy seem to be both measuring the same concept i.e. the 
woman’s confidence in her ability to breastfeed. A social-cognitive model. Figure 1, 
shows where the variables in a social cognition theory could be considered to overlap 
with each other. It also shows which variables have been measured in the studies 
reported later in this thesis.
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Self-Efficacy
Social Cognitive theory (Bandura 1997) offers both predictions and 
explanations about maintenance of behaviour and therefore has greater utility than 
theories like the TPB, which is limited to mainly predictions. Social Cognitive theory 
is based on reciprocal determinism between a person, a behaviour and the 
environment and observational learning, and from this came self-efficacy theory. 
Perceived self-efficacy is a belief in one’s capabilities to carry out a course of 
action/execute certain performances (Bandura 1997). According to Schwarzer (1992) 
self-efficacy is not based on unrealistic optimism, but on optimistic self-beliefs based 
on experiences. He argues that individuals with high self-efficacy are self-confident 
in their view of being able to deal with life’s stressors and therefore links the idea 
with the personality and coping skills of a person; hence his General-Perceived-Self- 
Efficacy-Scale. He found that perceived self-efficacy increases with age. He says that 
children have limited behavioural self-efficacy, as they are dependant on their 
parents, and society prefers to measure children’s maturation by looking at increases 
in cognitive abilities. Therefore they have a lack of life-skills and this includes many 
adolescents. So if generalized self-efficacy increases with development, then 
teenagers are likely to be fairly low in optimistic self-beliefs outside the classroom, 
although there will obviously be individual differences. This will be especially true 
when faced with the daunting task of becoming a new parent. Sherer and Maddux et 
al (1982) have also used a General-Self-efficacy Scale as a measure of self-perceived 
mastery and they have found it to be the strongest predictor of health-promoting 
behaviour, when compared with other measures of health, such as health-locus of 
control.
Bandura, Adams, Hardy and Howells (1980) found that there is some 
generality of self-efficacy across different areas of functioning, within the same 
domain. For example they found close congruence between changes in self-efficacy 
and different forms of coping behaviour in the treatment of agoraphobia. Smith 
(1989y) found that after coping skills training there was an increase in both 
generalized self-efficacy and specific self-efficacy in managing anxiety. Bandura 
(1997) however believes that efficacy beliefs will fluctuate depending on the 
situation or skills required.
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Bandura (1997) also argues that perceived self-efficacy influences all aspects 
of behaviour, including the acquisition of new behaviours. Most mothers are aware 
oïsome of the health benefits in breastfeeding, for the baby (Shaw et al 2003 and 
Earle & Church 2004); therefore breastfeeding is a health practice that is believed to 
lead to desired outcomes. However experience of pain and/or embarrassment about 
exposing the breast in front of male relatives or friends, makes breastfeeding a 
potentially difficult behaviour to learn. Therefore self-efficacy considerations are 
paramount, as these beliefs will influence how much effort they will use, influence 
how long they will persevere in the face of obstacles, and influence whether thought 
patterns are self-hindering or self-aiding (Bandura 1997). Self-efficacy has been seen 
to have a role in achieving other health behaviours too. For example Strecher, 
DeVellis, Becker and Rosenstock (1986) studied self-efficacy theory in relation to 
health practices such as smoking, weight control, contraception, alcohol abuse and 
exercise behaviours. They found that there were strong relationships between self- 
efficacy and health behaviour change and maintenance. They suggest that if 
manipulation improves self-efficacy, then so can positive health behaviours be 
enhanced, and these manipulations would involve rehearsing desired behaviour, to 
enhance mastery experiences; relaxation to reduce anxiety, and verbal reinforcement. 
However breastfeeding has to be learnt “overnight” and there is no trial run, which 
means it is not wholly comparable to other changes in health behaviour where one 
can change slowly in gradual steps over a period of time.
Parenting Self-Efficacy
Reece (1992) proposed that self-efficacy is one of the variables associated 
with satisfaction in the parenting role. Therefore she developed an instrument to 
measure self-efficacy in early parenting, called the Parent Expectations Survey 
(PES). Parenthood has no formal preparation in the Western culture; so parenting 
self-efficacy for new mothers is formed from any past experiences caring for infants, 
her observations of other mothers and encouragement from others. The PES included 
questions about a mother’s confidence in her abilities to feed, soothe and meet the 
infants’ other needs as well as about managing her new lifestyle. This measure was 
then used by McCarter-Spaulding & Kearney (2001) to examine the relationship
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between parenting self-efficacy and perception of insufficient milk. They say that it 
is not clear whether insufficient milk supply is real, perceived or both. Therefore 
when they found that there was a significant correlation between the PES and their 
PIM (Perception of Insufficient Milk) measure, they concluded that the problems that 
mothers have with insufficient milk is more to do with maternal confidence in 
breastfeeding. In other words they found that mothers who perceived that they had 
the skills and competence to parent a young infant often also believed that they had 
adequate breast milk, and were able to continue breastfeeding. However duration was 
not measured and mothers were not asked for their reasons for giving bottles, so it is 
possible that there were other reasons for giving bottles. This led the authors to 
believe that an instrument measuring breastfeeding self-efficacy would be more 
useful than measuring perceptions of milk supply. They also argued that qualitative 
studies would be useful in describing in detail the experiences of breastfeeding self- 
efficacy and perceptions of insufficient milk. One such study, using IPA (Dykes & 
Williams 1999) found four major themes relating to the participant’s perceptions of 
breast-milk inadequacy: the quest to quantify breast milk, anxiety regarding their 
diet, breastfeeding as a challenging journey, and unmet needs for support. However 
this study did not examine the concept of breastfeeding self-confidence.
Breastfeeding Self-Efficacy
Dennis (1999) first proposed the idea of Breastfeeding Self-Efficacy in 
relation to maternal confidence in breastfeeding and she based it on Bandura’s self- 
efficacy theory (1997). She found that breastfeeding confidence, both antenatally and 
postnatally, is positively associated with breastfeeding duration. She believes that the 
antecedents of self-efficacy are: - performance accomplishments, such as 
successfully breastfeeding a previous child; vicarious experience, such as observing 
another mother from a similar demographic background; verbal persuasion, by peers, 
healthcare professionals and family members, and positive emotional states that 
allow the “let-down” reflex. The consequences of self-efficacy, which then lead to 
the initiation and maintenance of the behaviour, are the choice itself, which will be in 
favour of breastfeeding if confidence is high; persistence, especially in confronting 
difficulties during the initial postpartum weeks; and thought patterns, which should
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be performance enhancing, envisioning more successful performances and the use of 
a positive internal dialogue. This operationalisation of a breastfeeding self-efficacy 
theory led to the development of the Breastfeeding Self-Efficacy Scale (Dennis & 
Faux 1999) in Canada, which was later shortened (Dennis 2003). However Dennis 
only argues for predictive validity because those still breastfeeding at a certain time 
point had higher scores than those who had given up breastfeeding. She has not used 
a predictive model, such as regression analysis, to find out whether the breastfeeding 
self-efficacy scale is independently predictive of the duration of breastfeeding.
Since then the Breastfeeding Personal Efficacy Beliefs Inventory (BFPEBI) 
has been used in the USA (Cleveland & McCrone 2005) with female students. It 
claims to be broader ranging in understanding women’s confidence about 
accomplishing all aspects of breastfeeding in all circumstances, but some of the items 
are worded in a similar way to the scale used by Dennis. They hypothesised that the 
BFPEBI would be positively correlated with increased age and this was found to be 
the case. They found that there was a relationship between BFPEBI scores and 
having a sister or close friend who had breastfed and with academic level. Also they 
found higher scores were associated with exclusive breastfeeding in the early weeks, 
amongst those students who had already had a baby.
Most recently Dennis (2006) has attempted to develop a multi-factorial model 
of breastfeeding self-efficacy at one week postnatally. She found eight variables that 
explained the majority of the variance in breastfeeding self-efficacy scores, namely: 
maternal education, support from other women, type of delivery, satisfaction with 
labour, satisfaction with postnatal care, perceptions of breastfeeding progress, infant 
feeding method as planned and maternal anxiety. However not all the variance was 
explained and it is still possible that other psychological factors, like attitudes, could 
be linked. For example if outcome expectations (Bandura’s phrase for attitudes) are 
high then the behaviour will be perceived as an important one and therefore 
perseverance to overcome impediments may be higher, which in turn depends on the 
strength of self-efficacy.
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Self-Esteem
Self-esteem and self-efficacy are often used interchangeably as though they 
represent the same phenomenon, but they refer to different concepts (Bandura 1997). 
Perceived self-efficacy is concerned with judgements of personal capability, whereas 
self-esteem is concerned with judgements of self-worth. There are overlaps as low 
self-esteem could contribute to low global self-efficacy, but it is possible to dislike 
oneself and still have specific self-efficacy for certain tasks e.g. driving a car. Also 
vice versa it is possible to like oneself and yet have low self-efficacy for behaviours 
that have proved difficult in the past, such as playing squash. The link between the 
two depends partly on whether the person emotionally invests their self-worth in a 
particular behaviour. This link may possibly occur in a new mother as she may invest 
a sense of worth as a good mother in her ability to breastfeed. So the two concepts 
may be related, but they are not the same.
Papinczak & Turner (2000) found breastfeeding duration was significantly 
associated with maternal self-esteem. It was found that significantly lower self­
esteem was apparent in mothers of three-month old babies, who had weaned before 
the infant was two months old. It is possible then that perceptions of failure at 
breastfeeding may have the potential to affect self-esteem and vice versa; that 
mothers with low self-esteem may have less confidence in their abilities as mothers 
and therefore be more likely to give up on breastfeeding than mothers with healthier 
self-esteem. This finding was supported by a qualitative study (Whelan & Lupton 
1998) interviewing low-income women. However they use the phrases self-esteem 
and confidence interchangeably, which is not really acceptable, even in a qualitative 
study. Self-esteem has been found to be associated with breastfeeding self-efficacy 
(Dennis 2003), however it is not certain which construct influences which.
Epistemological Position
This literature review points to the usage of both qualitative and quantitative 
research methods being used to complement each other. Therefore a pragmatic 
approach would be to use both, in order to provide a descriptive and a causal account 
of events. Qualitative research is needed to enrich the findings of quantitative 
research. Smith (2003) also believes that considering research methodology in terms 
of competing paradigms is unhelpful and that both numerical and verbal findings
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have value. Health psychologists who seek to promote health should not just seek to 
predict, manage and control behaviour, but also to understand and thereby empower 
(Crossley 2000.)
Summary
The qualitative and quantitative studies discussed in this literature review 
suggest that there are many psychosocial factors that influence breastfeeding in 
younger women; namely lack of education, deprivation, lack of social support, poor 
attitudes, low self-esteem and a possible lack of self-efficacy. Therefore the gaps in 
the literature point to a need for a triangulation of methods to explore further the 
psychosocial factors that may influence young women in their decisions about 
breastfeeding; before they become pregnant, while pregnant and after child birth.
The psychological factors of attitude and self-efficacy appear to be particularly 
pertinent to this age group, but they need to be compared with older women. The 
originality of this thesis will lie in particular in finding out if breastfeeding self- 
efficacy differs between younger and older women in the UK. There is a need for 
this, as if breastfeeding self-efficacy proves to be lower in younger mothers then 
there is a possibility that this could be remedied, either in the antenatal stage or the 
postnatal stage or both. However it is also important to know whether other measures 
of self-efficacy, such as general self-efficacy and parenting self-efficacy would be 
just as effective in predicting duration and showing the differences between age- 
groups. It is possible that self-efficacy effects duration; whereas attitudes may effect 
only initiation, via intentions. As both initiation and duration rates are low amongst 
young women then an intervention that would tackle the intentions of younger 
women/adolescents would be of benefit, as there have been no interventions applied 
and assessed in this country that would improve attitudes and intentions in this age- 
group. It would also be useful to know whether there is an improvement in attitudes 
between adolescents and young adults and between young adults and older adults i.e. 
whether is there a linear relationship between attitudes and age, as there is with age 
and rates of initiation of breastfeeding. There is a need for this as the literature 
mainly discusses adolescent attitudes and adult attitudes, with a gap on the 
transitional period between school and the “normal” age of becoming a parent.
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Research Aims
This research aims to: -
1. Examine if breastfeeding self-efficacy predicts duration of breastfeeding.
2. Examine if there are any psychosocial variables that differ between age groups 
of pregnant and breastfeeding women.
3. Examine whether there is a relationship between breastfeeding self-efficacy 
and other relevant forms of self-efficacy.
4. Examine the “stories” behind some young women’s experiences of 
breastfeeding self-efficacy.
5. Examine if there are any differences between attitudes of young people and 
older people.
6. Examine whether a breastfeeding intervention can improve the attitudes and 
intentions of adolescents.
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CHAPTER 3 -  A Cohort Study with Pregnant and Breastfeeding 
Women (study one) -  Psychosocial Factors Influencing the Duration 
of Breastfeeding 
Introduction
The literature review (chapter 2) quite clearly points to the influence of 
demographics and psychological factors on breastfeeding duration; such as age, 
parenting self-efficacy, breastfeeding self-efficacy, self-esteem, attitudes and 
possibly social support. These psychological factors have been discussed in the 
literature review, but as breastfeeding self-efficacy is the factor of most interest in 
this study’ it needs to be discussed here in more detail: Dennis (1999) first proposed 
the use of a Breastfeeding Self-Efficacy Scale (BSES) to measure maternal 
confidence in breastfeeding and she based it on Bandura’s self-efficacy theory 
(1997). She found that breastfeeding confidence, both antenatally and postnatally, is 
positively associated with breastfeeding duration. The operationalisation of a 
breastfeeding self-efficacy theory led to the development and the psychometric 
testing of the BSES by Dennis and Faux (1999) in Canada, by Greedy et al (2003) in 
Australia, by Dai and Dennis (2003) in China and by Molina-Torres, Davila-Torres, 
Parrilla-Rodriguez and Dennis (2003) in Puerto Rico. It was tested antenatally and at 
1 week and 4 months postpartum. All 33 items were presented positively and 
anchored by a 5-point Likert scale; therefore the scores could range firom 33 to 165. 
This self-report instrument was evaluated for reliability and the alphas were 0.97,
0.96 and 0.96 at the three time points. Construct validity was evaluated through 
factor analysis, (factor l=interpersonal thoughts; factor 2=technique). Predictive 
validity was determined through the examination of participant’s self-efficacy scores 
and infant feeding method, i.e. significant differences in antenatal scores were found 
between those breastfeeding and those bottle-feeding at 1 week. Similar antenatal 
differences were found between these two groups at 4 months too. Finally significant 
differences were found between the two groups at 4 months from their 1-week 
scores. However the consistently high Cronbach’s alpha coefficient indicated that 
item reduction would be beneficial and increase the ease of administration in the 
clinical setting (Dennis 2003). As such 19 items were deleted and a new
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Breastfeeding Self-Efficacy Scale-Short Form was produced with 14 items. In this 
study the scale was completed at 1,4 and 8 weeks postpartum. The Cronbach’s alpha 
for the short form was 0.94, with a mean score of 55. A new factor analysis 
explained 58% of the variance, but this time there was no two-factor solution. 
However when primiparae were compared with multiparae, validity was further 
endorsed by the significant difference between their scores, with multiparae having a 
higher mean score. So the BSES-SF is ready for clinical use in other countries, such 
as the UK and could be used to identify mothers at high risk of discontinuing 
breastfeeding. The BSES has not yet been used with adolescents and young mothers, 
and if they are an at risk group then research is required to find out if a lack of self- 
efficacy is the main cause of this.
This is the only study in this thesis that recruits pregnant women and it is 
important to note here that in the past midwives have found that factors surrounding 
the birth of the baby are also associated with breastfeeding success. For example the 
type of delivery (women who have a general anaesthetic for a caesarean section are 
more likely to cease breastfeeding in the first two weeks -  Renfrew et al 2005 and 
Dennis 2006). In other words if a woman has a normal birth and no/few stitches then 
she will find herself able to be more comfortable when breastfeeding and therefore 
more likely to enjoy it. Also it is important that the midwife shows the mother, 
especially a first time mother, how to latch the baby on properly for its first feed, as 
soon as possible after the birth while the infant’s sucking reflex is very strong; as a 
poor latch will cause pain and damage to the nipples (Renfrew, Fisher & Arms 
2004).
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In figure 2, which is a modified figure that overlaps and extends figure 1, the 
variables that are going to be measured in this study are illustrated in a model. The 
reason that these measures are chosen is because they have all been shown (in the 
literature review) to effect duration of breastfeeding. Also this figure clearly 
illustrates that this study is based on social cognitive theory (Bandura 1997), as many 
of the components of this theory that are applicable to health behaviour (page 282, 
Bandura 1997) are measured in this study. All the women that were recruited had the 
intention of breastfeeding as their proximal goal; self-efficacy is measured, outcome 
expectations are measured as attitudes and personal/situational impediments are 
indirectly measured through social support. Age is measured as the umbrella variable 
that is of interest to this study and past experience is measured as it is an antecedent 
to self-efficacy. Birth factors are measured as another possible measure of 
impediments (personal/situational and those relevant to the health system). Self­
esteem is measured as an extra variable, because of its possible influence on 
general/parenting self-efficacy in this study. As the study only continued until the 
infant was four months old it did not seem relevant to measure distal goals such as 
returning to work/school. This model also illustrates how self-efficacy is going to be 
examined as a general construct and as more specific constructs, as the literature 
points to the importance of both. They also may have a relationship with each other 
and a relationship with age. It is also possible that there will be age differences for 
the other psychological factors, such as self-esteem, attitudes and social support. This 
model also shows that some psychological factors may change from the antenatal 
phase to the postnatal phase.
Therefore the present study was designed to examine:
1. Which psychological factors are different across the age ranges?
2. Do any of the repeated psychological measures, namely self-esteem, general 
self-efficacy and breastfeeding self-efficacy, change with time after the birth 
of the infant?
3. Which psychological factors are associated with breastfeeding self-efficacy?
4. Which psychosocial factors influence the duration of breastfeeding?
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Method
Participants
A pilot study was carried out on three participants (all aged 18), one of whom 
was pregnant, one who had a 2-day-old child and one who had a 6-month-old child. 
Each of these infants was breastfed. The mothers were satisfied with the questions in 
the questionnaires and it took them approximately 20 minutes to fill out the battery 
of questionnaires.
Pregnant women who intended to breastfeed were recruited from Autumn 
2005 to Spring 2006. There were two age groups: 16 to 24 year olds and those of 25 
years plus, as it is at this age that breastfeeding rates increase. One hundred and 
forty-five questionnaires were distributed and 57 women responded. The participants 
were recruited through teenage pregnancy units and antenatal clinics in Surrey; by 
the author, midwives and health visitors. The exclusion criteria were those mothers 
who did not intend to breastfeed, those with multiple births and those who either 
became ill themselves or those who gave birth to premature, sick or severely 
underweight infants. Also those who did not have English as their first language 
were excluded.
Ethical permission to carry out the study was granted by the University 
College Hospital multi-centre research ethics committee (A) and also by the ethics 
committee at the University of Surrey. Participants gave signed informed consent 
(see Appendix A).
Design
This was a longitudinal, between subjects / repeated measures cohort design.
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Measures
All participants completed a questionnaire containing the following 
measures:
1) There were eight items on demographic details in the first phase and seven 
items about the details of the birth in the second phase. (Demographic 
questions included items about smoking, SES, age, previous breastfeeding 
experience, years of education, ethnicity and whether the pregnancy was 
planned).
2) The Breastfeeding Attitudes Scale (BAS) was developed for the present study 
by the author and was based on Cusson’s attitudes scale (1985). Content 
validity was established by the approval of community midwives resulting in 
an extra item on painful nipples. It has 15 questions, with a Likert style 
response. Total scores range from 15 to 75, with higher scores indicating a 
positive attitude to breastfeeding. Cronbach’s alpha for this study was 0.85.
3) The Self-Esteem Scale (Rosenberg 1965) has been widely used. It has 10 
questions, with a Likert style response. Questions indicating low self-esteem 
are reverse scored. Total scores range from 10 to 40 with higher scores 
indicating higher levels of self-esteem. It has been psychometrically tested 
using diverse samples and has been found to correlate with the BSES (Dermis 
2003) in an adult sample. It has good validity and reliability (Dennis found 
Cronbach alpha coefficients of 0.87 and 0.92). In this study the alpha was 
0.97.
4) The General Self-Efficacy Scale (OSES) has also been widely used and has 
12 questions relating to what some people believe about their general 
abilities, with a Likert style response. Scores indicating low self-efficacy are 
reverse scored. It has a range of total scores from 12 to 60, with higher scores 
indicating high general self-efficacy. Psychometric evaluations have resulted 
in Cronbach’s alpha coefficients ranging from 0.83 to 0.86 (Sherer et al 
1982). In this study alpha was 0.95.
5) The Breastfeeding Self-efficacy Scale-Short form (Dennis 2003) was 
developed from the longer version and resulted in 14 items. The Cronbach’s 
alpha for the short form was 0.94, with a mean score of 55 (range from 14 to 
70). For this study alpha was 0.97. When primiparae were compared with
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multiparae, validity was supported by multiparae having a significantly 
higher mean score.
6) The Parent Expectations Survey (Reece 1992) has 25 questions (with a 
Likert style response) about the perceived ability to care for an infant. Total 
scores range from 25 to 125. It has been used with an adult sample and when 
administered at 1 month the alpha coefficient was 0.91. For this study the 
Cronbach’s alpha was 0.89.
7) The Breastfeeding Support scale (Hughes 1984) is an instrument that 
measures perceived emotional, instrumental and informational support for 
breastfeeding mothers. It has 30 items with a Likert-type scale, 10 relating to 
each of the three types of social support. The alpha coefficients for the three 
subscales are 0.85, 0.83 and 0.88. Total scores range from 30 to 120. For this 
study (for the whole scale) Cronbach’s alpha was 0.84.
Procedure
There were three phases in this research, one in the antenatal period (third 
trimester) and two in the postnatal period.
Phase one: The measures 2 to 5 (see above) plus the questions on demographic 
details were given, along with an information sheet and consent sheet, to the 
pregnant women. They were provided with a freepost envelope so that they could 
return the completed questionnaires and the signed consent sheet.
Phase two: All the women were contacted two weeks after their birth of their 
infant, so that they could be sent the next questionnaire (measures 3 to 7 as well as 
questions about the birth). It was then noted whether the women initiated 
breastfeeding, whether they just breastfed for a few days or whether they were still 
breastfeeding.
Phase three: When the infant was four months old the participants who were still 
breastfeeding at phase two were sent a text to their mobile phone and asked if they 
were still breastfeeding. If the answer was “no” they were asked how many weeks 
they breastfed for. (This was converted into days. Therefore the longest period of 
breastfeeding duration would be 112 days). This study was terminated when the
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infants reached four months, as there was a limit to how long the study could 
continue as set by the ethics committee and the R & D department in Croydon.
Breastfeeding in this study is defined according to the WHO criteria (WHO 
1996), as “breastfeeding” (which is the same as the old definition of “partial 
breastfeeding”) i.e. the infant receives breast milk fi*om the mother’s breast and may 
also receive non-human milk/other liquids or breast milk by bottle as well. It is 
possible that some women were breastfeeding exclusively, but this was not measured 
except in the qualitative study. This was due to the nature of collecting data in the 
third phase by text, which proved to be the best way of collecting the data, especially 
with the younger mothers.
Analysis
A chi-squared analysis was carried out on the categorical demographic/birth 
variables with duration as a categorical variable (</= 4 months) to discover if there 
were any associations.
A mixed ANOVA was carried out on the difference between the antenatal and 
postnatal BSES scores across the different ages. T- tests were carried out on the other 
psychological continuous variable scores to test for differences between the age 
groups.
All the continuous variables from the measures above resulted in total scores and 
these were correlated with duration in days (as a continuous variable). The 
significant variables were tested by a hierarchical multiple regression analysis to 
discover how predictive they were of duration.
Pearson’s correlational tests were used to determine the following associations:
• Breastfeeding self-efficacy and general self-efficacy, antenatally and 
postnatally
• Parenting self-efficacy and breastfeeding self-efficacy postnatally
• Breastfeeding attitudes and breastfeeding self-efficacy antenatally
• Breastfeeding self-efficacy and self-esteem, antenatally and postnatally
• Breastfeeding self-efficacy and social support postnatally
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Results
Participants
Thirty-nine percent of the women given questionnaires responded (N = 57) 
and of those who responded to the first phase there was an attrition rate of 18%
(N = 47). However it was possible to collect data in the third phase on some of 
the women who had not returned their questionnaires (N = 53). Tests were 
carried out to see if the 10 women who dropped out differed in any way from the 
47 who completed all phases. They only differed on age; the average age (23) of 
those who dropped out was significantly lower than the average age (30) of the 
women who completed (t = 2.98, df =55, p<0.01). However this did not affect the 
results in a negative manner.
Ages ranged from 16 to 40, with a mean age of 28 (SD = 7). Of the younger 
women 67% were black, whereas only 7% of the older women were black. Only 
three women were smokers. All the women who had other children had 
previously breastfed. Table 1 demonstrates the other demographics and birth 
details of the participants.
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Table 1 -  Demographic and birth details of the participants
Characteristics N %
Age: 16-24 16 28
25-40 41 72
SES: I 16 ' 28
II 14 25
in 8 14
IV 7 12
V 4. 7
Ethnicity: White ___44 77
Afncan/Carihbean 13 23
Other 0 0
Age left school: 16 13 23
18 14 25
21+ 29 51
Pregnancy planned? Yes 35 61
No 22 39
Primips: 39 68
Multips: 18 32
Birth: Normal 32 56
Caesareans 5 9
V onteuse/ forceps 10 35
Episiotomies/tears : 25 44
Latch position shown by 
midwife?
38 67
SES = social-economic-status and was measured using the mother’s / grandparent’s 
occupations and the five class version of the NS-SEC (www.statistics.gov.uk)
Label
1 Managerial and professional occupations
II Intermediate occupations
III Smaii employers and own account workers
IV Lower supervisory and technical occupations
|v  ::: : Semi-routine and routine occupations
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Factor Analyses
A factor analysis was carried out on the BSES, as the measure of most interest, 
resulting in only one factor with an eigenvalue above one, with 74% of the variance 
explained. Therefore, as in keeping with the literature the BSES-SF is clearly one 
scale (Dennis 2003), with good construct validity.
A factor analysis of the HBSS had not been carried out before. This study’s 
analysis suggested that there were six factors, with eigenvalues greater than one, but 
the scree plot suggested five, explaining 70% of the variance. The factors seem to be 
orientated towards the type of people that give support rather than the functions of 
the support given.
The pattern matrix (see table 2) suggested:
o Factor 1 - items 6 to 10 -  about family support 
o Factor 2 -  items 11 to 20 -  about type of support expected from 
significant other e.g. baby’s father 
o Factor 3 -  items 25 & 26 and 28 to 30 -  about support from a 
community midwife or health visitor 
o Factor 4 -  items 21 to 24 & 27 -  about support from the hospital 
midwife/doctor 
o Factor 5 -  items 1 to 5 -  about support from friends.
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Table 2 -  Maximum factor loadings for the HBSS (BF = breastfeeding)
Questions Factors
1 2 3 4 5
1 - listened 0.75
2 -  believed good mum 0.73
3 -  showed concern 0.62
4 -  there when lonely 0.58
5 -  reassurance 0.45
6 -  praised BF 0.73
7 -  still attractive 0.69
8 -  gave praise 0.68
9 -  cared 0.68
10 -  helped confidence 0.59
11 -  cooked 0.89
12 -  entertained 0.85
13 -  transport 0.84
14-shopping 0.82
15 -  telephone 0.79
16 -  washing 0.77
17 -  babysat 0.76
18 -  money 0.71
19 -  housework 0.67
20 -  mail 0.48
21 -  info re BF 0.82
22 -  advice re BF 0.77
23 -  info re help 0.72
24 -  showed how toBF 0.73
25 -  showed baby’s bath 0.92
26 -  showed nappies 0.91
27 -  answered questions 0.74
28 -  explained cries 0.91
29 -  explained self-care 0.74
30 -  showed holds 0.81
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Age Differences
Attitudes to breastfeeding
The BAS scores ranged from 48 to 75, with a mean of 66 (SD = 6.4) showing 
above average scores i.e. medium to positive attitudes. The mean score is 
significantly higher for the older age group, as can be seen in Table 3.
Table 3 -  Mean scores (and standard deviations) for the two age groups
Variables Young
(16-24)
Old
(25+)
t
BAS 63 (7.5) 67 (5.6) 230*
Self-Esteem (1) 32 (4.1) 33 (4.1) 1.54 (ns)
Self-Esteem (2) 31 (2.9) 34 (3.9) 239*
GSES (1) 43 (11.4) 48 (4.8) 237*
GSES (2) 45 (5.3) 48 (5.5) 1.16 (ns)
BSES (1) 47(9.C0 48 (10.7) 0.23 (ns)
BSES (2) 30 (13.0) 44(18.6) 2.44*
PES 105 (10.2) 98(12J0 1.70 (ns)
HBSS 93(15.80 96 (16.5) 0.54 (ns)
*p < 0.05
ns = not significant
GSES = general self-efficacy scale
PES = parent expectations survey
BAS = breastfeeding attitudes scale
BSES = breastfeeding self-efficacy scale
HBSS = Hughes’s breastfeeding support scale
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Self-esteem
The self-esteem scores ranged from 25 to 40, showing medium to high self­
esteem in all the participants. There was a significant difference between age groups 
postnatally on these scores (see table 3).
General Self-Efficacy
The scores ranged from 37 to 60. A significant difference was found between the 
two age groups on these scores (at phase one). See table 3.
Parenting Self-efficacy
Total scores on the PES ranged from 74 to 122, with a mean of 99 (SD = 12). 
There were no significant differences between age groups on these scores (see table
3).
Social support
The HBSS total scores ranged from 58 to 120, with a mean score of 95 (SD = 
16). There were no significant differences between age groups on these scores (see 
table 3). Also there were no significant differences between age groups on any of the 
five factors from the factor analysis.
Antenatal v. Postnatal
Table 4 -  Mean scores (and standard deviations) across phases
Variables Antenatal Postnatal t
Self-esteem 32 (3.9) 33 (3.6) 0.55 (ns)
General self-efficacy 46(4.6) 47 (5.1) 0.59 (ns)
Breastfeeding self- 
efficacy
48 (9.7) 40 (21.1) 3.27**
p< 0.01
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The mean self-esteem scores changed from 32 in phase one to 33 in phase two, 
but the difference was not statistically significant (see table 4). The mean general 
self-efficacy scores changed from 46 in phase one to 47 in phase two, but the 
difference was not statistically significant (see table 4). As can also be seen from 
table 4 the only scores that did significantly change over time were the breastfeeding 
self-effieaey scores (also see figure 3).
Breastfeeding Self-Efficacy
BSES total scores ranged from 14 to 70 and the mean scores, which are below 
the average scores achieved in the Dennis (2003) sample (see tables 3 and 4), 
decreased after the baby was bom. The MANOVA showed a main effect for time 
with a significant drop in breastfeeding self-efficacy from phase one to phase two 
(F (1, 45) = 18.4, p< 0.01). There was also a significant interaction between age and 
phase with BSES scores (F (1, 45) = 7.4, p < 0.01) indicating that the drop in scores 
was more pertinent for the younger age group (see Figure 3). This significant drop in 
BSES scores, with post hoe t-tests, from phase one to phase two, was for just the 
younger age-group (t = 3.36, df =8, p< 0.01) and not for the older age group (t =
1.65, df =37, p > 0.05). Post hoc t- tests were also carried out on the mean BSES 
scores (1 and 2) for each age group. There was a significant difference (t = 2.44, 
df = 45, p< 0.05) between age groups on breastfeeding self-efficacy scores just in the 
postnatal phase (see table 3).
Relationships between Breastfeeding Self-efficacy and other Variables
There were significant correlations between PES scores and BSES2 scores and 
between BSESl scores and BAS scores. Likewise there were correlations with 
GSES scores and BSES scores, and self-esteem scores and BSES scores in both 
phases (see table 5). However there was no significant correlation between HBSS 
andBSES2.
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Figure 3 -  Plot showing changes in breastfeeding self-efficacy scores over time 
across the two age groups
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Duration
The duration varied from 0 to 112 days (= 4 months) with only one woman not 
initiating breastfeeding and half the women still breastfeeding at four months. 
Categorical demographic variables and categorical birth variables were cross- 
tabulated with those who were still breastfeeding and those who were not. Most 
results were non-significant, with the exception of “years of education” which was 
significant {^ )l = 9.76, df =4, p < 0.05) i.e. those who had more education were more 
likely to still be breastfeeding at four months.
Significant correlations between duration (as a continuous variable) and some of 
the psychological factors were found for the following variables: BSESl, BSES2, 
GSES 1 & 2 and age, but not for the other psychological factors; as can be seen in 
table 5. This includes total scores on HBSS which were not correlated with duration 
and neither were any of the HBSS factors associated with duration.
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Table 5 -  Correlations between all continuous variables
Age BAS SE(1) GSES
(1)
BSES
(1)
Duration W’t
of
baby
SEP) GSES
(2)
BSES
(2)
PES
BAS 035
■
SE(1) 0.16 0.46**
GSES(l) 038* 0.28* 0J3**
BSES(l) 0.06 (145** 034** 035**
Duration 0.33-^ 0.10 0.23 0.30* 0.34*
W’t of 
baby (kgs)
SECO
GSES(2)
BSES(2)
PES
HBSS
0.11
0.18
0.10
(U3
---- Z T -
0.45**
049**
0.34*
0.29*
0 82**
0.43**
0.52**
0.19
A A1
0.-37*
'
0.49**
• Z J 9 Ï Î -  
* /
0.24
0.03
/"» 1 1
0.29*
0.53**
U.68**
0.54**
0.08
n  w  U. 10
0.23
0.42**
0.77**
0 .2 1
A'' ' j#
0.12
1 0
0.04
0.13
0.03
0.04
0.06
0.69**
031
0.56**
H.64**
0.09-
0 #
0.49**
0.O9
0
—
0.161
^p< 0.05 ** p<0.01
SE - self-esteem
N = 57
N = 53
N = 47
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A multiple hierarchical regression analysis found that 64% of the variance in 
breastfeeding duration was explained by the model when age, the GSES 1 & 2 and 
BSES 1 and 2 were entered. General self-effieaey and breastfeeding self-effieaey 
scores from both phases were independently predictive of duration once age was 
accounted for (see table 6).
Table 6 -  Multiple Hierarchical Regression Analysis with Duration as the 
dependant variable (N = 47)
Variable Final Beta R Squared change
Block 1 :
Age 0.19 (ns) 0.04 (ns)
Block 2:
GSESl 039*
GSES2 0.41** 0.15**
Block 3:
BSESl 0.30*
BSES2 0.97*** 0.48***
*p <0.05, **p <0.01, ***p <0.0001
Linear regressions were carried out separately for each age group with duration 
as the dependant variable and BSES2 as the predictor. In both cases breastfeeding 
self-effieaey was a predictor of duration, but as can be seen from table 7, BSES2 is a 
stronger predictor for the younger age group than it is for the older age group. 
Therefore age is a moderator of the effect of breastfeeding self-efficacy on duration, 
but not a very strong one as breastfeeding self-efficacy is highly significant for both 
age groups.
Table 7 -  Breastfeeding self-efficacy as a predictor of duration by age group
Age-group R Variance
16-24 0.87 <0.0001 77%
25+ 0.74 <0.0001 56%
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Discussion
In response to the research questions it appears that there are psychological 
factors that influence duration, namely general self-efficacy and breastfeeding self- 
efficacy, but not many social factors nor birth factors. There are also factors that 
distinguish between young mothers and older mothers i.e. their attitudes, self-esteem, 
their general self-effieaey and their postnatal breastfeeding self-effieaey. Also 
breastfeeding duration is influenced by self-efficacy, but more so for younger 
mothers.
Results suggest that education levels are influential on duration of 
breastfeeding and this is in keeping with the literature (Hamlyn et al 2002). One 
explanation maybe that those who leave full-time education later in life are better 
able to process theoretical knowledge in order to make decisions about whether or 
not breastfeeding is the choice for them, whereas women who leave education at an 
earlier age are more likely to he influenced by positive or negative exposure to 
breastfeeding (Hoddinott & Pill 1999).
It was found that the younger women had a significantly poorer attitude to 
breastfeeding when pregnant than the older women did. This is congruent with the 
literature that has previously found that women under the age of 20 are either 
undecided about breastfeeding or are just as likely to favour bottle-feeding as 
breastfeeding (Leffler 2000). A correlation was found between antenatal attitudes 
and postnatal social support, which perhaps suggests that the families of the young 
mothers had an impact on their attitudes, as they were less likely to receive social 
support. Attitudes to breastfeeding are indicative of intention (Wambach 1997), but 
all the women recruited to this study had the intention of breastfeeding. Strength of 
intention can vary, but there is obviously a strong intention - initiation link in this 
study, as only one participant did not initiate breastfeeding. However, attitudes 
measured antenatally were not found to be predictive of duration. If attitudes and 
intentions predict initial behaviour, this does not necessarily imply that the 
maintenance of the behaviour will also be predicted by the same factors, especially 
with the continuous behaviour of breastfeeding, where situations are changing daily
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and the process of maintaining the behaviour is a dynamic one. The experiences of 
breastfeeding, especially in the early weeks, are more likely to have a stronger effect 
than the original intention (DiGirolamo, Thompson, Martorell, Fein & Grummer- 
Strauss 2005). This has also been found to be the case by Rempel and Fong (2005) 
when using the Reasons Model proposed by Fong, i.e. self-consequential reasons 
were found to predict later postnatal intentions to continue breastfeeding. These 
reasons included such aspects as negative affect about problems with breastfeeding, 
worry about returning to work and wanting to get out of the house more. They found 
a shift in attitude fi*om the prenatal intention to do what was best for the baby to the 
salience of the actual experience of breastfeeding. This shift in attitude could be 
explained by breastfeeding self-efficacy i.e. it is not as if the mother has changed her 
views on the quality of breast milk, but rather that she has found impediments and 
barriers to breastfeeding which have perhaps lowered her self-efficacy. For example 
if a young mother reduees/stops breastfeeding, because she decides that it is 
important for her to be able to go out with her fidends, it is not just that this has 
regained importance for her, but it is also relevant that she feels uncomfortable about 
breastfeeding the baby in front of her friends, therefore self-efficacy is still playing a 
part. Therefore bottle-feeding is often perceived to be more convenient, as women 
believe it is an easier option and that it gives them greater freedom (Shepherd et al 
2000).
Postnatal breastfeeding self-effieaey, postnatal self-esteem and antenatal 
general self-efficacy were found to be significantly different between the two age 
groups and the mean scores for the younger women were lower than the scores for 
the older women. Self-efficacy increases with development into adulthood, 
especially the dimension concerning behavioural control, as for children this is 
secondary (McCarthy & Newcomb 1992) because of their dependency on their 
parents and their lack of life skills. At school children’s maturation is marked only by 
increases in their cognitive control. Therefore adolescents need to learn life skills 
before becoming a young adult and some are better at this than others. Those who 
become overly anxious about this transition period may try and accelerate their 
maturity by indulging in drug abuse, precocious sexual behaviour, cessation of 
schooling and early parental responsibilities (McCarthy & Newcomb 1992). This 
possible lack of life-skills may explain the difference between the two age groups in
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general self-efficacy scores. Breastfeeding self-effieaey will be higher for older 
women because they are more likely to have observed someone else breastfeeding, 
they are more likely to identify with other women who breastfeed and will perhaps 
be more comfortable in their own bodies and therefore less likely to be embarrassed 
about breastfeeding in front of others (Kennedy 2000). Also the younger women had 
slightly lower self-esteem after the birth. This coupled with the possibility that health 
care staff sometimes have a negative attitude to teen mothers (Earle & Church 2004) 
and the lack of role models for young mothers suggests that it is not surprising that 
their self-effieaey is lower.
There was a link between self-esteem and self-efficacy in this study, which 
suggests that many of the women perhaps invest a sense of self-worth in their ability 
to breastfeed and this association has been found in other studies too (Dennis 2003). 
A significant correlation was also found between parenting self-effieaey, as 
measured by the PES and the BSES, thereby suggesting that those mothers who were 
more confident about parenting a young infant were also more confident about 
breastfeeding. This link cannot be explained by prior experience with breastfeeding 
as the majority of the mothers were first-time mothers, especially the younger ones. 
This links with the significant correlations found between breastfeeding self-effieaey 
and general self-efficacy both antenatally and postnatally. The suggestion here is that 
those who have high optimistic self-beliefs are able to translate this into specific 
areas of functioning (Schwarzer 1992). That is if a woman is confident about her 
ability to cope with life’s problems in general she will be confident in her ability as a 
mother and in the task of breastfeeding. It is possible that this link is mediated by the 
importance placed on the behaviour itself (Hendy, Lyons & Breakwell 2006). So if a 
mother has high general self-efficacy then she will more likely have high 
breastfeeding self-efficacy, if she feels that breastfeeding is an important health 
behaviour. Believing in the importance of breastfeeding is the same as having 
positive attitudes towards breastfeeding, so this could explain the link between 
breastfeeding self-efficacy and attitudes.
Greedy et al (2003) found that the BSES scores increased after birth, whereas 
this study has found that they significantly decreased. This could be because the 
majority of mothers in this study were primiparae, who had high expectations of 
breastfeeding, which were then altered with the reality of the experience. Other
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studies (Dennis 2006) have found that women with previous experience of 
breastfeeding other children, have higher BSES scores. Also this study included 
women under the age of 18 (Dennis’ study only includes women of 18 and over). As 
the decrease in breastfeeding self-effieaey is particularly pertinent for the younger 
age group this would explain most of the differences between these studies. The 
reason for this could be that some antecedents of postnatal breastfeeding self- 
effieaey, such as verbal persuasion and vicarious experiences are more likely to be 
missing from 2i young mother’s life. She is less likely to have peers around her after 
the birth who are breastfeeding too; whereas before the birth she may have acquired 
some short-lived confidence from attending antenatal classes. Also this could be 
explained by the two dimensions of self-efficacy (McCarthy & Newcomb 1992) i.e. 
a new mother may have higher breastfeeding self-efficacy before the birth as this 
reflects her perceived judgements about cognitive control, but after the birth the 
dimension of behavioural coping may become more salient and a younger mother 
may be less used to controlling her own behaviour.
Postnatal breastfeeding self-efficacy was highly predictive of duration. This 
is similar to Dennis’ findings (Dennis 2003) of significant differences between 
breastfeeding and bottle-feeding mothers at 4 weeks, on BSES scores taken 
postnatally at 1 week. In this present study there was also a predictive relationship 
between antenatal breastfeeding self-efficacy scores and breastfeeding outcomes, as 
has been shown before (Greedy et al 2003). However the postnatal scores are more 
predictive and this is congruent with previous studies by Dennis and colleagues (e.g. 
Dennis & Faux 1999). Therefore to increase duration in any future interventions 
mothers would need to be aided in confidence building with more verbal 
reinforcement from health professionals, more time to relax, more mastery 
experiences perhaps with the help of breastfeeding counsellors when problems occur 
and more observation of vicarious experiences through breastfeeding support groups. 
Peer support is particularly important in providing vicarious experiences and verbal 
reinforcement, and this has been found to be the case by systematic reviews, such as 
that carried out on behalf of NIGE (Renfrew et al 2005). Also group based peer 
support can be just as effective in coaching pregnant women and breastfeeding 
mothers, as one-to-one peer support, and will increase breastfeeding initiation and
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duration amongst women who are at a high risk of early termination of breastfeeding 
( Hoddinott, Lee & Pill 2006).
The limitations of this study are mainly due to the low numbers caused by the 
low response rate, especially in the younger age group. This may have biased the 
results as previous studies have found that non-responders are more similar to bottle- 
feeding responders than breastfeeding responders (Shepherd, Power & Carter 1998). 
In other words if intending to breastfeed had not been a prerequisite for recruitment 
into the study, then there would have been more women to recruit from and perhaps 
more in the younger age-group. Also only one mother did not initiate breastfeeding, 
therefore it was not possible to carry out an analysis of variables predicting initiation. 
Another problem with this study was that the ethics committee forbade the use of 
under 16s, therefore it was not possible to have another age group for the 12 to 15s 
and/or a larger adolescent group, even though that had been the original intention of 
the researcher. This study only followed women until the baby was four months old, 
for pragmatic reasons, and it is possible that some women would have carried on 
breastfeeding for longer, especially as half of the women were still breastfeeding at 
four months. Ideally women should have been kept on in the study until the infant 
was six months old. Also as duration (when a continuous variable) was unnaturally 
cut off at 112 days this may have effected the results.
This study points to several areas for further research: firstly similar research 
to this could be replicated with a larger sample and/or using the under 16s to further 
investigate the role of self-effieaey in young mothers. Also the BSES could be used 
to measure the effectiveness of any interventions to improve breastfeeding duration. 
Further research is also needed to discover if it is possible to improve the attitudes of 
younger women, which would in turn perhaps increase initiation of breastfeeding 
amongst young mothers. It would also be important to discover if the attitudes and 
breastfeeding self-efficacy are different for those young mothers who do not attend 
antenatal classes, as opposed to those who do attend, as most of the younger mothers 
in this sample had been recruited from antenatal classes. Especially as research has 
shown in the past that those who attend parentcraft classes are more likely to 
breastfeed (Shepherd, Power & Carter 2000). Also it would he important to discover 
if the attitudes of young adults are the same as those of adolescents, as the younger 
group in this study varied from 16 to age 24 and it is possible that those aged 20 to
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24 have similar attitudes to older women. This study had too few participants in the 
younger age group to split them.
Conclusion
The salient points from this study suggest that attitudes of younger mothers 
need to be improved and breastfeeding self-effieaey, particularly in the postnatal 
stage. Referring back to figure 2, the model could now he reduced, as this study 
found that only some of the psychosocial factors predict breastfeeding duration; 
namely years-of-education, general self-efficacy (in both phases), antenatal 
breastfeeding self-efficacy and postnatal breastfeeding self-efficacy. If breastfeeding 
self-effieaey can be heightened then mothers would perhaps continue breastfeeding 
for longer, and this is particularly important for the younger age group. Qualitative 
work would be a useful way of exploring the breastfeeding experiences and 
confidence of young mothers who do continue to breastfeed and how this relates to 
their confidence as mothers. The young women in this study were required to 
comment on their breastfeeding self-effieaey by answering a list of questions, but 
they may have had other things to say that were not covered by the questions. 
Therefore it would be useful to unpick the idea of breastfeeding self-effieaey, as 
understood by the young mothers themselves, within the context of their 
breastfeeding story.
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CBLVPTER 4 -  The Impact of Self-Efficacy and Social Influences on 
Young Breastfeeding Women; A Qualitative Study
Introduction
The literature review (chapter two) pointed to the usage of both qualitative 
and quantitative research methods being used to complement each other. The 
qualitative literature found that perceived social support, of the family, friends and 
health professionals, was important. Also there is often a modification of attitudes, 
with regards to the importance of breastfeeding, in the postnatal period, especially 
with young women. This is because personal expectations change during the course 
of breastfeeding, depending on the amount of pain and embarrassment experienced. 
Breastfeeding experiences vary widely; for example Schmeid and Barclay (1999) 
found, using discourse analysis, that breastfeeding was central to the woman’s 
experience of motherhood and that some women found it to be harmonious and 
pleasurable, whereas others found it to be disruptive and unpleasant. Therefore the 
qualitative literature has complemented and expanded on the quantitative literature, 
but it has not found any enormously different results.
The first cohort study (chapter 3) pointed to self-efficacy, both general self- 
efficacy and breastfeeding self-efficacy, as being important factors when considering 
duration of breastfeeding in young women. It also found a link between attitudes and 
breastfeeding self-efficacy and between parenting self-efficacy and breastfeeding 
self-efficacy. It is important to understand how the young women themselves view 
their confidence in breastfeeding and how this psychological factor links with the 
rest of their breastfeeding story. A quantitative study, such as the previous one, will 
have answers for the questions asked, but it will not have allowed for any comments 
the young women themselves will have wished to make; this is why a qualitative 
study is important. It will address the same issues, but will nevertheless allow for an 
exploration of what breastfeeding self-confidence means to the participants, in order 
to complement the previous quantitative one. It also may explore important contexts 
for breastfeeding self-efficacy that have not been covered by the 14 items in the 
BSES-SF; especially as the BSES was designed for adult mothers and there may be
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areas that younger mothers find important that are not covered by the quantitative 
study. One could argue that quantitative studies can often be usefully supplemented 
by projects employing qualitative methods, which attempt to examine a smaller 
sample of respondents in greater detail using, for example, semi-structured 
interviews to explore in depth how the participant responds to a particular topic. 
There are only two qualitative studies that have examined the young woman’s and 
adolescent’s perspective on breastfeeding (see chapter two). Some of the themes 
included: anticipation of disapproval (as a teenage mother), a feeling of 
conspicuousness, needing it to be easy and a great need for sleep. Also feeling 
watched and judged, lacking confidence, tiredness, discomfort, and feeling tied 
down.
Therefore this study will attempt to further investigate yoMwg- women’s 
breastfeeding experiences, especially with regard to levels of 
confidence/breastfeeding self-effieaey and parenting self-efficacy.
The research question is:
How can breastfeeding self-efficacy be understood in the context of young 
women’s breastfeeding stories?
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Method
Participants
All the babies were aged between 4 and 5 months old. 
Table 8: Information about the mothers
Pseudonvm Ethnicitv Age Tvpe of 
Breastfeeding*
Paritv
Lynn White 17 Full Primiparous
Keisha African-
Caribbean
18 Partial Primiparous
Louise White 24 Exclusive Multiparous
Shantelle Aftrican-
Caribbean
17 Exclusive Primiparous
Anne White 19 Partial Primiparous
^Definitions of breastfeeding:
Exclusive = only breast milk is given to the infant
Full = breast milk and juice/water/solids are given to the infant
Partial = breast milk and formula milk are given to the infant
Design
The study used a qualitative design with semi-structured interviews.
Procedure
All of the young mothers (n = 16) who participated in the cohort study in 
chapter three would have been eligible. However it was decided to only interview 
young women who were still breastfeeding, as those who had only breastfed for a 
few days would not be able to comment very much on their breastfeeding confidence 
and they may have only tried breastfeeding for reasons of social desirability. Seven 
participants dropped out in the second phase and of those remaining (n = 9), eight 
were still breastfeeding at two months. These eight were invited to be interviewed at 
four months, after all their questionnaires had been completed, and five agreed. (One 
girl had moved too far away and two refused.) See table 8 for their details. A 
mutually convenient time and place was arranged. Most of the interviews took place
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in the mothers’ homes. All interviews were audiotaped with the girls’ permission and 
transcribed. They lasted between 20 and 30 minutes.
The Interview Schedule
The questions for the interview schedule were based on the literature, 
especially the literature about confidence in breastfeeding. (The full schedule is 
shown in Appendix C).The first question was used to relax the participants, as well 
as allowing for funnelling from a general outlook to the more sensitive question 
about age, at the end. The questions and prompts were kept to a minimum in order to 
encourage the participants to tell their own stories in their own words, without too 
much guidance from the researcher. Also the questions were carefully worded so as 
to be open-ended, non-manipulative and not leading. It included questions such as: 
“How confident are you in general about fulfilling your baby’s needs?” / “How 
confident are you in meeting your baby’s needs through breastfeeding?” / “How do 
you cope with your own needs while breastfeeding?” / “How confident are you when 
breastfeeding in public?” and appropriate prompts: e.g. “How confident are you that 
you will be able to breastfeed for another couple of months or longer? (in relation to 
returning to school/work).
Data Analysis
Interpretative Phenomenological Analysis (IPA) was used in this study. There 
are three theoretical touch stones for IP A: - (1) Phenomenology, which is a 
philosophical idea formulated by Husserl in the early 20^  ^century (Willig 2001) and 
is concerned with the phenomena that appear in our consciousness as we engage with 
the world around us i.e. in the world that is perceived by human beings within 
particular contexts and at particular times. (2) Hermeneutics, which is a term 
borrowed from the theological examination of Biblical texts and is to do with the 
theory of interpretation. (3) Symbolic-interactionism, which is concerned with the 
meanings that individuals ascribe to events and these meanings are obtained through 
a process of social engagement (Smith 2003). The aim of IP A is to gain an insider’s 
perspective of the phenomenon under study and it recognises that the research 
exercise is a dynamic process. Access to the participants’ world cannot be direct, but
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is complicated by the researcher’s own conceptions, which are required to make 
sense of the participant’s world through a process of interpretative activity.
Therefore this method (IPA) is particularly useful for examining the approach to 
infant feeding by young mothers, as becoming a parent is a life-changing event and 
young women have particular thoughts about how to bring up their children, which 
in turn affects their behaviour towards them.
However when considering the research question, it would have theoretically 
been possible to use either grounded theory or discourse analysis, but IP A was 
chosen primarily for pragmatic reasons: The researcher was familiar with IP A and 
had used it before; saturation (necessary for grounded theory) was not possible, as 
there were too few participants; and the focus was on interpretation of what the girls 
said rather than on how they said it (discourse analysis has an emphasis on 
language).
The transcripts were analysed using IPA techniques; that is they were printed 
off with wide margins and each page and line was numbered. Then they were read 
thoroughly. The left-hand margin was used for summarising and paraphrasing the 
participant’s comments and the right hand margin was used for recording 
interpretations and themes. These sub-themes, from all transcripts, were listed and 
then commonalities between the sub-themes were looked for. Then they were 
grouped together in order to find the master themes (= super-ordinate themes). 
Tables (9A, 9B & 9C) of themes and sub-themes were constructed with instances of 
each theme from the transcripts.
Results and Discussion
All the mothers described breastfeeding in terms of three broad areas:
A. High self-efficacy
B. Social influences
C. Positive and negative aspects of being a mother
These master themes were gleaned from the following sub-themes, which will be 
discussed below with the master themes.
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Sub -  Themes
Also see tables 9 A, 9 B and 9 C.
• You have to make sacrifices, but it’s worth it
Parenting self-efficacy is dependant on past experience 
Social support is important
Outcome expectations of a happy/healthy baby are fulfilled 
They persevered despite any problems 
They had observed others breastfeeding 
Breastfeeding is enjoyable 
Pumping is time consuming 
It’s normal to breastfeed 
Being a young mum is not a problem 
Breastfeeding is easier than bottle-feeding 
It’s hard to leave your baby
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Table 9 A -  Self-efficacv is high -  Quotes from participants’ transcripts
Sub-theme Lynn Keisha Louise Shantelle Anne
Parenting self- 
effieaey is 
dependant on 
past experience
I used to help my 
sister look after 
her children... so 
I’ve done the baby 
stage
I used to do 
it for my 
little sisters
I helped my 
cousin and 
she owned a 
day
nursery...so I 
know quite a 
lot about 
babies
I’ve got 6 brothers & 
sisters.... helping my 
mum so I know quite 
a lot about looking 
after babies
Outcome 
expectations of 
a happy/healthy 
baby fulfilled
She’s always been 
a good
weight...always 
smiling
He’s been 
on the mark 
since he 
was bom, 
he didn’t 
even lose 
any weight
They were 
chunky 
babies. I like 
it that
way...she’s a 
very happy 
baby
Yes, very 
happy
He’s laughing all the 
time, anything makes 
him smile
Perseverance
despite
problems
It was
excmciating.. .my 
sister.. .said “give 
it another day”...it 
slowly became 
better.. .1 wanted 
to do it for Leah
Better now, 
he wouldn’t 
latch on 
properly in 
the
beginning
She.... said, 
oh you don’t 
want to do 
that, but I just 
did, I just 
wanted to do 
it
Observed
breastfeeding
My sister 
breastfed for a 
year
I did meet 
mums who 
were
breastfeedmg
then
I knew she had 
breastfed all of them
Breastfeeding is 
enjoyable
Now I really 
enjoy it.. .when 
she needs a feed 
she just comes to 
me and we have a 
nice little cuddle
I’m
comfortable
now
It’s just so 
nice...you 
get the 
bonding 
time... y ou 
get time to sit 
down and 
relax
I really enjoy 
the
breastfeeding
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Table 9 B -  Social influences on breastfeedmg - Quotes from participants’ 
transcripts
Sub­
themes
Lynn Keisha Louise Shantelle Anne
Social 
support is 
important
More
emotionally 
...and she 
(mother) 
showed me 
how to bath 
Leah, she does 
help me out 
quite a lot, she 
baby sat the 
other night
My step mum 
and the 
midwives
I probably get 
most of my 
support from 
them (friends) 
to be honest, 
at the school 
gates
She’s (sister) 
going to look 
after him for 
me
Yeah my mum 
looks after 
him
It’s normal 
to
breastfeed
I was
breastfed until 
I was three. It 
just seems 
more normal 
to me, more 
natural than a 
bottle
There are a lot 
of other mums 
doing it, so 
that’s ok
Where I come 
from they 
breastfeed for 
a long time 
there
She (mother) 
breastfed until 
she (sister) 
was three
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Table 9 C -  Positive and negative aspects of being a breastfeeding mum - Quotes 
from participants’ transcripts
Sub-themes Lynn Keisha Louise Shantelle Anne
Sacrifices, but 
it’s worth it
The day, it 
revolves 
around Leah 
now and not 
me... getting 
out of the 
house... it 
takes me 20 
minutes
I can’t go 
clubbing, I 
can’t really
go
out.. .it’s 
hard going 
on the bus 
and that 
sort of 
thing
I did miss out 
on doing a lot 
of things that 
other
people...have 
probably done
I can’t go out 
with my friends 
anymore.... he’s 
worth it
It’s become more 
busy and a lot more 
happier...it’s good 
being a mum
Pumping is time 
consuming
I can’t pump 
as much as I 
used to...it 
takes longer
Sometimes
I
express.... 
but it takes 
so long
I’ve got a breast 
pump.. .but I don’t 
get very much from 
it, it takes quite a 
while
Being a young 
mum is not a 
problem
I don’t think 
age really 
effects how 
well you are 
a mum or 
how well 
you
breastfeed, 
it’s more 
about the 
person and 
how loving 
you are
Being a 
young 
mum has 
made me 
more 
aware...I 
have to be 
more
responsible
Some people 
think that I’m 
too young, 
but for me I 
feel it’s the 
right time for 
me... we 
were in the 
right place to 
start a family
It’s just made me 
more confident 
actually.. .1 can 
be responsible 
and stuff like that, 
I think that’s 
really good
I don’t think it has 
made any difference, 
my mum had me 
when she was 18, so 
it’s the same.. .all my 
family have had 
babies quite young
Breastfeeding is 
easier than 
bottle-feeding?
It got to the 
point where 
I was
thinking I’m 
going to 
give up...in 
the
beginning... 
I was really 
finding 
things 
difficult
I think it’s 
easy
Luckily I 
found it was 
quite natural. 
He latched on 
no
probs...I’ma 
bit lazy, I 
can’t be 
bothered with 
all that 
sterilising
I mean I find it 
quite easy, all that 
sterilising... takes 
up a lot of time, 
but breastfeeding 
is easier
Which is easier as 
well cos I don’t have 
to get up and make 
the feeds, I can just 
feed him straight 
away
It’s hard to 
leave your baby
I don’t think 
anyone else 
can look 
after her as 
well as 
me... and 
worry about 
breasts 
leaking
I want to 
go back to 
work.. .he 
will go into 
day care, 
which is ok
If I went out I 
would be so 
worried it 
would just 
spoil the 
evening 
anyway
I’m going to miss 
him and he’s 
going to miss me
I don’t think I will be 
going back to work
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A- Self-effîcacv is high
The results of the previous study found an association between parenting self- 
efficacy and breastfeeding self-efficacy and this study seems to corroborate this. 
These five girls (out of an original 16) were breastfeeding and they appeared to have 
high parenting self-efficacy. They felt they were able to look after their own baby, 
because they had previous experiences looking after other babies. They were 
confident about being a mother and about breastfeeding.
“Quite confident (about being a mum) cos I’ve got 6 brothers and sisters 
and they range in age from my oldest brother is 16 down to one, so I’ve 
grown up looking after them and helping my mum, so I know quite a lot 
about looking after babies” (Anne).
Bandura (1997) links outcome expectations with self-efficacy, saying that if an 
outcome is expected to be good that will influence the self-efficacy expectations. 
Therefore if the hoped for outcome of a happy and healthy baby is fulfilled, then the 
mother will feel “I must be doing something right” (Louise) and this in turn will be 
related to her feelings of feeding the baby in the right way, so that he/she is a good 
weight and content. Shaw and colleagues (2003) found that it is common for women 
to want “fat, bonnie babies” and Whelan and Lupton (1997) found that women, who 
perceived their baby to be content and to have gained weight, would breastfeed for 
longer. If a baby continues to thrive then the mother will think she has chosen the 
best feeding method.
“She put weight on really really quickly. She’s in massive clothes, but 
no she’s fine. The other two were exactly the same, they were chunky 
babies. I like it that way” (Louise).
Perseverance is a consequence of high self-efficacy (Bandura 1997) and the 
majority of these mothers were able to persevere with the breastfeeding even when 
others were discouraging or when breastfeeding was painful.
“I did find it a problem the first two weeks, it was very painful, it was 
excruciating, I found it worse than labour probably, getting her on and 
into position and it got to the point where I was thinking I'm going to 
give up.... it slowly became better...I wanted to do it for Leah.... they 
always say it’s best, they get so much goodness” (Lynn).
One of the antecedents of high self-efficacy is the modelling behaviour of 
another (Bandura 1997). Most of these mothers had observed others successfully 
breastfeeding, such as their own mothers, sisters and other mums. A vicarious 
experience of breastfeeding will increase breastfeeding self-efficacy (Dennis 1999). 
However it can diminish breastfeeding self-efficacy if the experience is perceived as 
difficult. For example Anne was only breastfeeding at night, because she had 
concerns about stopping as her mother had breastfed her siblings for a long period of 
time.
“I knew she had breastfed all of them...my sister breastfed until she 
was three...and now my younger brother is one and he won’t stop...he 
feeds as much as a new born baby” (Anne).
However the positive experiences of breastfeeding seemed to outweigh the 
negative ones and if something is enjoyable a person will have high self-efficacy to 
continue doing it. Most of the mothers found breastfeeding to be an enjoyable 
experience and their perception was that it helped them bond with their child.
“I think I’ll carry on with the breastfeeding too. I’m going to college in 
September, so I was thinking about giving him the bottle, but I really 
enjoy the breastfeeding, so I think I’ll just stick with that” (Shantelle).
B -  Social influences on breastfeedmg
There were two sub-themes that led into this master theme; the first was 
social support. The baby’s father, their own mother/step-mother, their sister and
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friends were all mentioned as people who gave both practical and emotional support. 
Dykes and colleagues (2003) found that the young mother’s support needs were 
emotional, esteem support, instrumental, informational and network support; and that 
the key supporters were the grandmother, the partner and the teenage pregnancy 
midwife, when provided in a synergistic way and within a trusting relationship. The 
network support may be lacking in a teenage mother’s life, so the instrumental and 
emotional support of their own mother is vital to the continued success of being a 
mother and breastfeeding.
“Emotionally, a lot with that, well she showed me how to bath Leah, 
she does help me out quite a lot, she baby-sat the other night and if I 
want to take a shower she'll look after Leah” (Lynn).
Most of these mothers perceived that it was normal and natural to breastfeed. 
They had not only seen other mothers breastfeeding, but for the black girls in 
particular it was perceived as a cultural norm. This finding is in keeping with the 
literature where the cultural norm within the extended family has a strong influence 
on breastfeeding (Purtell 1994).
“Back in my country...where I come from, they breastfeed for a long 
time there” (Shantelle).
C -  Positive and negative aspects of being a breastfeedmg mother
All the mothers spoke about having to make sacrifices, but it being worth it 
nevertheless. They said that being a mother, particularly a breastfeeding mother, 
prevented them from going out as much as they would have liked and as much as 
they had been used to in the past. This is similar to the finding by Whelan and 
Lupton (1997) where they found that the younger women wanted to get back to 
normal as quickly as possible after the birth of their baby and this usually entailed 
being able to go out with boyfriends or friends. Even everyday activities such as
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shopping and visiting were viewed as difficult with a breastfeeding baby. Yet such 
was their desire to breastfeed their baby that they made the necessary sacrifices.
“I can’t go clubbing, I can’t really go out and if I do go out I have to get 
a baby sitter and if I take him then it’s hard going on the bus and that 
sort of thing” (Keisha).
This was linked to the idea that breast pumping, in order to be able to give 
expressed breast milk in a bottle, was viewed as difficult and time consuming.
“I expressed it into bottles...instead of giving him just bottled milk, so 
he’s still getting some from me. I’ve got a breast pump, so I try to use 
it when I can, but I don’t get very much from it, it takes quite a while” 
(Anne).
Therefore it was difficult for these young women to leave their babies, 
because of the problem with pumping and the worry about the baby being hungry or 
distressed while they are not there to satisfy his/her needs with breastfeeding.
“I just don’t like leaving them, I prefer to stay in...I would just be 
worried and I wouldn’t have a good time anyway, we just stay in...if I 
went out I would be so worried it would just spoil the evening” 
(Louise).
This also was linked to concerns about going back to school/work.
“I’m going to Croydon college...I’m going to miss him and he’s going 
to miss me, cos every time I leave the room he’s looking for me” 
(Shantelle).
However on the positive side they did not think that being di young mother 
was a problem, despite potential societal disapproval. Some adolescent mothers 
perceive that there is a public attitude of disapproval of teenage mothers (Benson
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1996). Yet these mothers all felt that being of a young age did not prevent them from 
being good at breastfeeding or being a good mother. In fact they felt that they had 
matured as a result of being a mother.
“I think being a young mum has made me more aware and you know 
and I have to be responsible, whereas before I only had to think about 
myself (Keisha).
It was important to these mothers that breastfeeding was easy. When it was 
difficult they felt like giving up, but when it was easy they felt it was worth doing. 
Ease of doing things seems to be a standard used to gauge whether or not an activity 
is worthwhile, especially by adolescents (Benson 1996). This is linked with 
expectations. Midwives need to get the balance right between encouraging young 
women to breastfeed, because many women do find it easy, but at the same time 
giving a realistic picture of what it may be like if problems do occur. Whelan and 
Lupton (1997) found that women who had realistic expectations about what 
breastfeeding entailed were more likely to persevere with difficulties. In contrast, 
those women with no realistic expectations, who experienced difficulties, such as a 
baby feeding more frequently than three hourly, often felt that something was wrong 
with their milk supply and were more likely to stop breastfeeding. However it could 
also be argued that the young women in this study found it easy because their 
breastfeeding self-efficacy was high from previous successful mastery experiences.
“I mean in the middle of the night when you’re sleeping and he wakes 
for his feed you don’t have to get up and make a bottle, that’s so much 
better, you just take the breast out and give it to him, I mean I find it 
easy, all that sterilising, all that thing takes up a lot of time, but 
breastfeeding is easier” (Shantelle).
Therefore it could be said that these girls had positive attitudes to 
breastfeeding, which influenced their self-efficacy. They found pumping time- 
consuming and they were reluctant to leave their infants, yet they were prepared to
make sacrifices, so to keep on breastfeeding they either went out less or they 
breastfed in public.
Reflexivity
IP A was chosen as it enables an analysis of the mother’s experience, whilst 
acknowledging the role of the researcher’s own interpretation. I was once a young 
mother and I breastfed both my children for longer than the obligatory six months 
and I believe that at the time I had high breastfeeding self-efficacy to do this; (this 
information was not shared with the interviewees). However it was difficult to get 
these mothers to open up to me, a complete stranger. Other experiences of 
interviewing breastfeeding women (during my Masters degree) had led me to believe 
that women would talk at length, but most of these women had known me, were of 
approximately the same age as myself and had a partner available to look after the 
baby while being interviewed. Whereas, in comparison to the younger mothers, I was 
older, white and middle-class and known by only one of the participants (who had 
the longest interview). Also the younger women often had their babies and other 
children with them, which provided a distraction. In future I would recommend that 
research with younger mothers is either conducted through the medium of focus 
groups (Moore & Coty 2006), as focus groups would allow the participants to inspire 
each other and be stimulated by each other’s ideas. Alternatively the interview could 
be carried out after a period of time where the girl has had time to get to know the 
researcher.
Conclusions
This study set out to discover how breastfeeding self-efficacy could be 
understood in the context of young women’s breastfeeding stories. It appears, from 
the transcripts and the themes that emerged that these five young women all have 
varying degrees of high breastfeeding self-efficacy. However they were in the 
minority, as at least eight of the 16 young mothers were not breastfeeding. Therefore 
this concurs with the findings from the quantitative study where the breastfeeding
self-efficacy was lower for the group of younger women. Perhaps the older women, 
with higher breastfeeding self-efficacy scores, would have spoken about 
breastfeeding self confidence in a similar way, but they would probably have been in 
the majority. The themes about self-efficacy, in particular parenting self-efficacy and 
breastfeeding self-efficacy are in accordance with the literature on past behaviour 
(e.g. Dennis et al 2003) i.e. if they had breastfed a previous child, or they had seen 
their own mother/sister successfully breastfeeding, then they were more likely to 
continue breastfeeding themselves. Unfortunately it is not possible to fully integrate 
the results of this study with the numerical results of the previous study for these 
participants in particular as, for reasons of confidentiality, the data cannot be 
connected, due to the use of numerical codes in the quantitative study and 
pseudonyms in this one.
These girls had observed others breastfeeding, they had confidence in their 
abilities as parents, they received positive reinforcement from their family and 
friends and they found the experience easy and rewarding. These themes all concur 
with necessary antecedents for high self-efficacy (Bandura 1997). It is not possible to 
comment on these young mothers’s general self-efficacy, as there were no themes 
that related to this; however it is possible that it is linked here to parenting self- 
efficacy and breastfeeding self-efficacy, as these five young women were all 
confident enough to allow themselves to be interviewed. Another phenomenological 
study in the UK (Dykes & Williams 1999) also found that those who had high 
breastfeeding self-confidence were the women most likely to continue breastfeeding. 
Perhaps the difference between these girls who carried on breastfeeding and those 
who did not could also be explained by the social support that these girls had, which 
is also congruent with the literature (Whelan & Lupton 1997).
The negative aspects of being a young breastfeeding mother seem to be 
outweighed by the positive aspects and this could be related to the concept of 
attitudes, as these girls perceived the idea of being a young breastfeeding mother as a 
positive experience overall i.e. they had positive attitudes towards breastfeeding. 
However they were in the minority as the previous study showed that the younger 
mothers had poorer attitudes than the older mothers. Cognitive dissonance could 
explain why this is so, i.e. if these participants were still breastfeeding they would be 
likely to hold onto any positive attitudes, as they were continuing to breastfeed. Their
/ /
actions corresponded to their attitudes and vice versa. It is apparent from this study 
that these young women perceive that breastfeeding is natural and normal, whereas 
researchers (e.g. Bailey & Pain 2001) normally find that young low-income women’s 
views coincide with a “bottle-feeding culture”. If young mothers perceive that 
breastfeeding is normal they are less likely to feel self-conspicuous (Benson 1996). 
Normalising attitudes is one way in which attitudes become more acceptable. It is 
important to know how these mothers’ attitudes compare with the attitudes of young 
people in general. As perhaps the attitudes of young mothers are not the same as 
young people who are not pregnant.
In summary one could say that these young mothers perceived that 
breastfeeding was normal; that they had positive attitudes to breastfeeding, despite 
being aware of the negative aspects and they felt confident in their abilities as a 
mother and in their ability to continue with partial breastfeeding. This qualitative 
work and the first quantitative study have investigated aspects of self-efficacy in 
some detail, but it has not sufficiently addressed the construct of attitudes. If young 
mothers need to feel that breastfeeding is normal, in order to be successful at it, then 
the attitudes of the wider public need to be positive too, especially the attitudes of the 
young mother’s peers.
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CHAPTER 5 -  Attitudes to Breastfeeding Across Age and Gender: 
A Cross-Sectional Study (study two)
Introduction
There is a shortfall between the rates of breastfeeding initiation of 76% in the 
UK and the rates of 98% in other European countries such as Norway (Gerrard 
2000). Breastfeeding incidence rates are related to demographic factors, including 
the age of mothers (see the literature review). However teenage mothers are more 
likely than older mothers to be of poor education and low social class (Earle & 
Church 2004). The previous quantitative study (chapter 3) found that younger 
mothers have poorer attitudes than older mothers. The qualitative study showed that 
only those young mothers who are able to continue breastfeeding have more positive 
attitudes. Attitudes have been discussed in the literature review, but a summary and a 
closer focus on the literature is included here, as this is the psychological factor 
focussed on in this study.
Attitudes of Adults
Most research on breastfeeding has been of an epidemiological nature and has 
focussed on the association between breastfeeding rates and maternal socio­
demographic characteristics, biomedical factors and hospital practices. Psychological 
factors, such as attitudes have been less well studied and yet offer greater potential 
for intervention targets. Shaker, Scott & Reid (2004) carried out a study looking at 
parental attitudes of expectant parents in Glasgow and then compared these with the 
method of feeding at discharge. The Iowa Infant Feeding Attitude Scale (IIPAS) was 
used and they found that parents of breastfed infants had more positive attitudes and 
were more knowledgeable about the health benefits, than parents of formula fed 
infants. Fathers were more likely to disapprove of women breastfeeding in public and 
parents considered their chosen method of feeding to be the most convenient. It 
appeared that parents of formula fed infants had several misconceptions about 
breastfeeding e.g. they thought that women who occasionally drink alcohol should
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not breastfeed. They suggested that the decision to formula feed may be in part due 
to a lack of knowledge, but also differences in attitude may be due to a need to 
justify and excuse the choice to formula feed. The IIP AS was developed in the USA 
in 1999 by De La Mora, Russell, Dungy, Losch and Dundeker. Three studies were 
carried out: In Study 1 a set of 17 items was selected on the basis of responses by 
125 postpartum women. These items were gleaned from a previously used 
multiattribute utility assessment of infant feeding options, which was separated into 
five topics on product dimensions of breast milk and formula e.g. cost and nutrition, 
and five topics related to process dimensions e.g. parental role, physical closeness 
and ease of feeding. Analyses of the reliability and validity were conducted and it 
was found that there was a good internal consistency with a Cronbach’s alpha of 0.86 
and the scores were predictive of intentions to breastfeed the baby, after controlling 
for the influence of demographic characteristics. However a factor analysis was not 
carried out, therefore it is not possible to know whether this scale is one or whether it 
in fact contains sub-scales on beliefs and knowledge for example. The authors do 
emphasise that their scale is very much a measure of cognitive attitudes rather than 
affective ones. In Study 2 these analyses were replicated using data from an 
independent sample of 130 postpartum women. Total scores for the measure ranged 
from 38 to 85, with a mean of 59 and a standard deviation of 11. Study 3 involved 
an analysis of the ability of the scores to predict duration of breastfeeding among a 
sample of 725 women who had initiated that method of feeding in hospital. It was 
found that scores on the IIP AS were able to predict the duration of both exclusive 
and partial breastfeeding, after removing the influence of demographics.
Attitudes in Adolescents and School-Children
Attitudes of pupils still attending school, including attitudes of non-pregnant 
adolescents are discussed in the literature review and the main finding is that 
attitudes improve from primary school to “sixth form” at secondary school, but 
nevertheless adolescents do usually have poorer attitudes than adults. Also 
adolescents’ attitudes are similar to teenage mothers’ attitudes.
Attitudes in College Students
There has been considerable research carried out into pregnant adults and 
school children’s attitudes about breastfeeding, but only two studies that have looked 
at the attitudes of college students. Therefore there is a gap in the literature. The first 
study was carried out at the University of Surrey in 1981 by Rice, Tredger and 
Dickerson. They found that first years’ level of knowledge was modest and about a 
quarter felt embarrassed at the prospect of feeding in public. About a fifth had never 
seen a woman breastfeeding and only a handful had received formal education on the 
subject, although the majority had obtained some information via the mass media.
The other study was a prospective one carried out in New York on 103 
women undergraduates (Wallach & Matlin 1992) exploring expectations about 
pregnancy and parenthood. About one half of the women planned to breastfeed, 35% 
had not decided and 11% were not going to breastfeed. The authors discovered that 
college women’s perceptions are similar to those held by young pregnant women and 
suggest the need for further education of young women in areas such as 
breastfeeding.
Summary
Therefore the 1981 study needs to be replicated, in order to find out whether 
college students’ attitudes have changed in the last 24 years. The Iowa Infant 
Feeding Attitude scale was validated in 1999 (De La Mora et al) and has been used 
recently in Glasgow with expectant parents (Shaker, Scott & Reid 2004). However 
this same scale could be used to measure the difference in attitudes between young 
people and older people, rather than just parents.
Therefore the attitudes of young people should be compared with the 
attitudes of older adults, in order to find out which age group has the most positive 
attitudes. If college men and women (who normally come from a middle-class 
background) were found to have more positive attitudes today, than in 1981, then it 
would suggest that public health policies, such as the compulsory advising of 
breastfeeding in all adverts for formula milk, have had an impact. If these same 
young students had similar attitudes to older adults, then the poorer rates in
breastfeeding initiation amongst young mothers could be mainly explained as due to 
social-economic factors. However if the young people at colleges and universities 
have poorer attitudes than older adults (and similar attitudes to those in 1981) then 
that would suggest a need for better health education for adolescents and young 
people in this area, across all social classes.
Therefore the research questions were:
How do the attitudes to breastfeeding in young people differ from those held by 
older people?
Are there any differences between the genders?
Have attitudes to breastfeeding changed, amongst young people, since 1981?
Method
Participants
There were two age groups: under/equal to 25 and over 25. Younger males 
and females were recruited from psychology students at the University of Surrey, 
across all undergraduate and postgraduate years (hence the cut-off age was 25 when 
most students who are not mature students will be finishing their PhDs) and from a 
convenience sample of school leavers. The older participants were also recruited 
from a diverse convenience sample. (The participants recruited in the 1981 sample 
were all first year undergraduates, aged 17-20, from a range of disciplines).
Two hundred questionnaires were given out and 171 participants responded, 
in 2005. Therefore there was a response rate of 86%. Social economic status was not 
measured, but most participants would have been from a middle to high SES.
Design
This was a cross-sectional, two-by-two independent groups design.
Measures
1. The Iowa Infant Feeding Attitudes Scale (IIFAS) is a well-validated 
and reliable 17-item scale; with a 5-point Likert style response 
ranging from strongly agree to strongly disagree. Approximately half 
of the items are worded in a manner favourable to breastfeeding and
the remaining favourable to formula feeding. (Items that favour 
formula feeding are reverse scored.) Attitude scores range from 17 to 
85, with higher scores indicating a favourable attitude to 
breastfeeding. This comprised Section One. Cronbach’s alpha, for this 
study, was found to be 0.82, which shows a good internal consistency.
2. Section Two comprised most of the questions used by Rice and
colleagues at the University of Surrey (Rice et al 1981). It included 12 
items on: knowledge, beliefs and exposure to breastfeeding. Some 
questions required a 3-point response ranging from agree to disagree 
and some required a true/false response. There is therefore no total 
score for this section.
Procedure
Sections one and two were given out together as one complete questionnaire (see 
Appendix B). The participants were asked to indicate their age and gender and were 
given a brief written resume of the aim of the survey. The responses were kept 
anonymous. All participants in the younger group were asked to fill out both 
sections, whereas the older group only needed to fill out Section One.
Results
The Sample
Total participants numbered 171, of which 59 were males and 112 were 
females. The range of ages was from 17 to 77. The mean age was 35 (SD = 16).
Attitudes assessed using the IIFAS
The range of IIFAS scores was from 45 to 82. The means for each age group 
are detailed in Table 10.
Table 10 - Mean Total IIFAS Scores
Age Group Number of participants (n) Mean total score 
(standard deviation)
Younger (17-25) 69 60(5)
Older (26+) 102 65(9)
Total N= 171 63(8)
As the mean scores were above the midpoint (i.e. above 51) the results 
suggest that both age groups had a moderate to positive attitude to breastfeeding. 
However the mean score for the older age group is higher and has a larger standard 
deviation.
An ANOVA, as illustrated in figure 4 showed that the F figures were not 
significant for an interaction effect, neither for gender, but they were for the age 
groups: F (1,59) = 13.17 (p< 0.001). Therefore older people were found to have 
significantly more positive attitudes to breastfeeding.
Figure 4- IIFAS scores across age 
and gender
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Table 11 - Mann -  Whitney results for each question:
Question Mean score Gender (U) Age(U)
1
Benefits of breast milk 
last?
3.9 2510 2428**
2
Bottle-feeding more 
convenient?
3.6 2928 2260***
3
Breastfeeding increases 
bonding?
4.2 2648 2952
4
Breast milk lacks iron?
3.4 27&2 3122
5
Bottle fed babies 
overfed?
3.3 2595 2698
6
Formula feeding best 
choice for work?
3.3 2766 2602*
7
Joys of motherhood
3.4 2793 3204
8
Breastfeeding in public
3.9 2771 2587**
9
Breastfed babies 
healthier?
3.5 2647 2520**
10
Breastfed babies 
overfed?
3.7 2479 2520**
11
Fathers feel left out?
3.7 2961
12
Breast milk ideal food
4.3 2629 2290***
13
Breast milk easily 
digested?
3.6 2759 1959***
14
Formula just as 
healthy?
3.5 2791 2656*
15
Breastfeeding more 
convenient?
3.6 2864 2234***
16
Breast milk cheaper?
4.5 2837 3093
17
Drinking alcohol 
incompatible?
3.4 2905 2245***
p<0.05 **p<0.01 ***p<0.001
Therefore, as can be seen from table 11, the only question that showed gender 
differences was the one that concerned the fathers, i.e. men were less likely to think 
that dads would feel left out than women did, who did not really know. This could be 
because women have less insight into the thinking of a father. The questions that 
showed a positive bias in favour of the older age group were these: the long-term 
benefits of breastfeeding, the convenience of breastfeeding over bottle-feeding, a 
disagreement with automatic formula feeding on return to work, a positive attitude to 
breastfeeding in public, the view that breastfed babies are healthier than formula fed 
babies, the view that breastfed babies are not likely to be overfed; breast milk was 
considered to be the best food for babies, the view that breast milk is more digestible, 
a knowledge that formula is not as good as breast milk and an awareness that a 
breastfeeding mum can occasionally drink alcohol. However there is no particular 
pattern/explanation as to why some questions should be significant for age and others 
are not (please see chapter 6 for a factor analysis of this scale).
Knowledge and Beliefs of the Younger Age-group
As illustrated in table 12 the 2005 group had slightly less participants and a 
bias towards females.
Table 12 - Participants in each gender and each vear:
N (2005) N (1981)
Fem ale 50 46
Male 19 41
Total 69 87
Table 13 - Student’s Knowledge of Breastfeeding (Percentage in brackets refers to
1981 figures)
Statement Total
students
answering
correctly
Males
answering
correctly
Females
answering
correctly
Pearson’s 
Chi Sq. 
difference 
between 
genders
Pearson’s 
Chi Sq. 
difference 
between 
years
A small breast does not 87% 64% 96% 11.27** 0.03
produce very much milk (86%) (87%) (85%)
(false)
Breastfeeding means the 83% 77% 85% 0.72 0.05
mother must eat for two (83%) (78%) (87%)
(false)
A mother must drink 97%6 94% 98% 0.61 0.41
plenty of milk if she is (89%) (95%) (83%)
to produce enough milk
for the baby (false)
Breastfeeding in general 57% 77%6 50% 3^9 1.45
prevents the baby being (74%) (61%) (85%)
overfed (true)
p<0.01
The only significant difference on knowledge (table 13) is the question on 
breast size, where males are more likely to think that it matters, when it does not. 
There are no significant improvements in knowledge in the 24-year gap.
Tables 14 (i) and 14 (ii) -  Students’ Desires about Breastfeeding
Scores for question 5 were reversed and calculated with 3 indicating a high 
score in favour of breastfeeding (a) and against embarrassment (b).
Table 14(il Mean scores for gender in 2005
Question 5 Male Female t
(a) I would want to 
breastfeed / my 
wife to breastfeed
3.0 2.7 2J*
(b) I would not be 
embarrassed
2.8 2.1 1.7
*p< 0.05 **p< 0.(31
o /
Table 14(ii) Mean scores for both genders across the years
Question 5 1981 2005 t
(a) I would want to breastfeed / 
my wife to breastfeed
2.7 2.8 0.9
(b) I would not be embarrassed 1.8 2.2 :L9**
As can be seen from tables 14 (i) and (ii) the t-test results indicate there is a 
gender difference for the question about wanting future children to be breastfed, with 
more males in 2005 indicating that they would want their children to be breastfed 
than females. For the question on embarrassment there is a difference between the 
years, with less young people in 2005 being embarrassed about breastfeeding in 
public than those in 1981.
Table 15 - Students’ Beliefs about Breastfeeding (Percentage in brackets refers to 
1981 figures!
T-test differences (two-tailed, equal variances not assumed)
AGREE UNDECIDED DISAGREE Gender-
t
Years-
t
Male Female Male Female Male Female
I would be 
embarrassed to - 
witness BF in 
public
12%
(24%)
15%
(24%)
41%
(12%)
15%
(20%)
47%
(64%)
70%
(56%)
0.4 1.1
BF should be the 
norm
70%
(71%)
63%
(70%)
18%
(17%)
33%
(20%)
12%
(12%)
4%
(10%)
0.2 0.6
BF should only 
be in private
12%
(37%)
15%
(26%)
18%
(15%)
15%
(30%)
70%
(48%)
70%
(44%)
0.3 2.9**
Men’s attitudes 
to breastfeeding 
are sexual
41%
(37%)
19%
(43%)
12%
(17%)
48%
(30%)
47%
(46%)
33%
(27%)
0.07 0.09
p<0.01
There is a significant difference in beliefs (table 15) between young people 
about breastfeeding in private, with far more people in 2005 thinking it was not 
necessary than there was in 1981. (T-tests were carried out on the means as the 
questions were scored from 1 -  3). This is very similar to the question on 
embarrassment (q5b).
Table 16 -Student’s Exposure to Breastfeeding (Percentage in brackets refers to
1981 figures)
Chi-Sq.
Question Reply Total Male Female Gender Years
Have you ever read 
or seen anything in 
the media about BF?
Yes 52%
(69%)
47%
(63%)
54%
(74%)
0.25 0.15
Have you received 
any education on 
BF?
No 89%
(92%)
94%
(98%)
87%
(87%)
0.57 0.61
Have you seen a 
woman BF?
Yes 95%
(79%)
82%
(73%)
100%
(85%)
8.88** 033
** p<0.01
There is a significant difference, as can be seen in table 16 between males and 
females in 2005 in whether they had witnessed someone breastfeeding, with all 
women saying that they had.
Joint Results from both the IIFAS and the Second section for 2005 (younger
age-group)
In order to examine the predictors of future breastfeeding, a multiple 
regression analysis was conducted. Firstly it was necessary to find out which 
variables correlated with the dependant variable, which in this case was Section Two 
Q5a, i.e. the desire to have future children breastfed, which will be called 
“intentions”.
A total score on knowledge did not correlate with the question on the desire 
for breastfeeding. A total score on exposure did not correlate either. A total score for 
beliefs was computed and this did correlate with a desire to breastfeed. As a dummy 
variable gender did not significantly correlate with the desire to breastfeed. However 
scores on the IIFAS correlated with the desire to breastfeed. These correlations and 
others are shown in table 17.
Table 17 -  Correlations between variables for 2005 (age 17-25)
Gender Age Exposure Beliefs Knowledge IIFAS
Age 0.13
Exposure 0.22 0.24*
Beliefs 0.06 0.06 0.15
Knowledge 0.15 0.21 0.05 0.18
IIFAS 0.03 0.15 0.02 0.38** 0.09
Intentions 0.21 0.12 0.06 0.41*** 0.02 0.56***
* p < 0.05, ** p < 0.01, ***p < 0.0001
The multiple hierarchical regression analysis showed that the model was able 
to explain 36% of the variance overall. After allowing for beliefs, it was found that . 
attitudes were independently predictive of intentions, as can be seen in table 18.
Table 18 -  Multiple Regression Analysis of Intentions for 2005
Beta Rsq. change
Block 1 : Beliefs 0.41*** 0.17***
Block 2: Attitudes 0.47*** 0.19***
***p < 0.0001
Discussion
The results clearly show that older people have more positive attitudes to 
breastfeeding than younger people do. This is probably because the older group, with 
an average age of 46 would be more likely to have had direct or indirect experience 
of breastfeeding; either being parents themselves or having known family or friends 
with breastfeeding experience. The results also showed that the majority of young 
people had not received any formal education on breastfeeding; this will potentially
have had an impact on their beliefs and attitudes, despite the fact that all the women 
in the 2005 sample had exposure to breastfeeding. This is especially pertinent, as 
there does not seem to have been any improvement in the attitudes of young people 
to breastfeeding since 1981, except for an acceptance that breastfeeding does not 
always have to be in private, and therefore there is less embarrassment about 
breastfeeding in public.
A desire to have future children breastfed could equate with an “intention” 
and therefore this study is congruent with the literature that has found attitudes to be 
predictive of intentions (e.g. Shaker et al 2004). Therefore it seems that positive 
attitudes about breastfeeding have a more important association with intention than 
social factors such as SES, as the majority of the participants in this study would 
have been of a higher economic status, yet the effect for attitudes was still found. 
Also attitudes were independently predictive of intentions after allowing for beliefs, 
which suggests the concept of attitudes includes an evaluation of beliefs and that the 
IIFAS is a better measure of beliefs and knowledge than the questions used by Rice 
and colleagues (1981). The younger people had poorer attitudes, similar to those in 
1981, and despite being from a middle-class background, their intentions had not 
increased either, when compared with their predecessors, which suggests that 
attitudes and intentions are associated with maturity. This study also suggests that 
less positive attitudes lead to less proactive intentions. Therefore if young adults have 
less positive attitudes than older adults, then it could be said that age and attitudes are 
more likely to influence intentions to breastfeed than social-economic status.
This study also found that beliefs and attitudes were both predictive of 
intention, therefore there is an overlap between these findings and the theory of 
planned behaviour (TPB), which would argue that evaluation of beliefs leads to the 
formation of attitudes and that attitudes predict intentions (Ajzen & Madden 1986). 
However the constructs of subjective norms and perceived behavioural control were 
not measured in this study and beliefs and attitudes only accounted for 36% of the 
variance, which means other psychological factors probably play a part in predicting 
intentions to breastfeed. Giles et al (2007) found that all of the TPB variables were 
predictive of intentions to breastfeed, when used with adolescents (aged 13-14). 
According to Social-Cognitive theory (Bandura 1997) outcome expectations (= 
attitudes) do play a part in motivating health behaviour change, but as was found in
the previous study other factors such as self-efficacy are important too. When 
looking at figure 1 (chapter 2) it could be said that this study highlights the 
importance of attitudes/outcome expectations in predicting proximal goals/intentions, 
except that these young people may not be planning to have children in the near 
future and therefore the goals are not really proximal.
This is the first time that the HFAS has been used with adults who are not yet 
expectant parents; however the results are very similar in that others using this scale 
(e.g. Scott et al 2004) have found that attitudes are predictive of breastfeeding 
outcomes at hospital discharge, and intentions have been found to be associated with 
initiation of breastfeeding. They also found that attitudes are stronger predictors of 
feeding method than sociodemographic factors. This scale however does include 
some items on knowledge, so despite the fact that the knowledge scores were not 
significantly correlated with intention when using the 1981 questions (section two), 
it could still be said that those with better attitudes on the IIFAS are also more 
knowledgeable about the superiority and health benefits of breast milk. This was also 
found to be the case in the previous two studies (Scott et al 2004 & Shaker et al 
2004) when parents of breastfed infants were compared with parents of formula fed 
infants. Also Giles et al (2007) found that intentions to breastfeed, amongst 
adolescents, were significantly associated with knowledge, which in turn suggests 
that the intention to breastfeed might increase if knowledge of the potential benefits 
is enhanced.
Wambach (1997) also found that prenatal feeding attitudes predicted 
breastfeeding intentions and initiation of breastfeeding. She suggests that because 
attitudes contribute to the formation of intentions to breastfeed, health professionals 
should focus on bolstering these attitudes by reinforcing the positive outcomes of 
breastfeeding and altering negative attitudes and perceptions. This is especially 
important with those who do have poorer attitudes, such as young pregnant and non- 
pregnant women. These attitudes could be improved before the young women 
become pregnant.
The attitudes of adolescent girls are often ambivalent, when compared with 
older women, as the literature has found that there is great variation in the timing of 
the decision to breastfeed (e.g. Ineichen et al 1997). The majority of their participants 
(young mothers) said that they did not decide until they were pregnant. (Whereas
older mothers have usually decided before they become pregnant). Therefore there is 
still a window of opportunity of influencing these attitudes before pregnancy. The 
authors of this study (Ineichen et al 1997) suggest that negative attitudes from the 
family and issues about embarrassment could be countered while adolescents are still 
at school, by improving knowledge of the benefits of breastfeeding. Shepherd and 
colleagues (2000) suggest that school nurses could support teachers in promoting 
breastfeeding.
There were several limitations to this study: most importantly it must be 
noted that SES was not measured here and therefore any conclusions drawn about the 
results, with regard to the middle-class nature of this sample, are purely speculative. 
Other important demographic information, such as the level of education and the 
ethnicity of the participants was also not measured and this should be corrected in 
future studies of this type. Also asking young people to predict whether they would 
want their future children breastfed is perhaps a little unrealistic, as some may not 
have any intentions to become parents or get married; and some of the male 
participants may have been homosexual. It should also be noted that the sample of 
participants for the younger age-group was not wholly comparable across the years 
as the 2005 sample had a wider age range and included more females, than the 1981 
sample. Also the younger sample in 2005 were not all University students.
In conclusion one could say that attitudes of young people, male and female, 
are less positive than attitudes of older people, in a similar way to the attitudes of 
adolescents. Also attitudes are predictive of intentions, but there is room for other 
psychological factors to be influential too. It is also apparent that very few young 
people have been educated about breastfeeding in schools and that this is an ideal 
time to increase positive attitudes before the girls become pregnant. Therefore an 
intervention in schools, that targeted attitudes and was evaluated using the TPB, 
would be an appropriate study to carry out. If attitudes and intentions can be 
improved in adolescents then it is possible that young adults and therefore young 
parents would have more positive attitudes to breastfeeding.
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CHAPTER 6 - An Intervention to Improve Adolescents’ Views on 
Breastfeeding (study three)
Introduction
Decisions about breastfeeding are often based on attitudes (Scott et al 2004). 
The previous study (2) showed that younger people have poorer attitudes than older 
people. Another previous study (study 1 - chapter 3) found that young mothers had 
significantly poorer attitudes than older mothers. If young people’ s attitudes can be 
changed for the better, then there is hope that in the future more young mothers will 
breastfeed, as both initiation and duration rates are poor in this population. Study 2 
was conducted with young people at the University of Surrey and found that less 
than 15% had had education in school about breastfeeding (chapter 5). This is despite 
UNICEF’s (1999) recommendations that breastfeeding should be included in the 
curriculum of all schools, for all pupils. Also researchers (e.g. Dykes & Griffiths 
1998) have found that the school system can play an important role in health 
promotion and should expose all pupils to breastfeeding through its health classes.
Young peoples’ attitudes to breastfeeding
A review of the literature up to 1998 was carried out by Iniechen, Pierce and 
Lawrenson (1999) and their findings are reported in the literature review (chapter 2). 
Since then there have been further surveys carried out in secondary schools in the 
USA (Leffler 2000), Northern and Southern Ireland (Greene et al 2003 and Connolly 
et al 1998) and the UK (Gostling 2003) among children aged 12 to 18. They found 
that positive attitudes to breastfeeding in public and prior exposure to breastfeeding 
(including being breastfed themselves) were associated with breastfeeding as the 
preferred infant feeding method. Females had more positive attitudes to 
breastfeeding in public than did males. Considering all these studies, negative 
attitudes were associated with perceived problems with the practicalities of 
breastfeeding. Some believed breastfeeding to be natural and others thought it was 
embarrassing. Only half planned to have their future children breastfed, but the 
pupils felt that they would like more education on the subject.
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In Wales DeGale (1995) carried out an intervention amongst 11-16 year olds 
in two schools, which included posters, a nursing mother with her baby visiting the 
schools, a model of human breasts, breast pumps, samples of breast milk and leaflets. 
The evaluation was based on questionnaire responses and she found that on the 
whole children were positive about what they had learnt. Between 59% and 69% said 
that they would breastfeed their future children, but as there was no evaluation of 
children’s attitudes before the intervention took place it is difficult to say how much 
this improved their ideas. Also an intervention such as this one could only be carried 
out by health professionals. A more practical intervention would be one that could be 
carried out by the teachers themselves.
An intervention that was particularly aimed at helping the teachers deliver the 
education required was that carried out by Lockey and Hart in Brighton, called the 
Breasts Benefits Project (2003). They felt that there are a lack of positive 
breastfeeding images and references in the media (Henderson, Kitzinger & Green 
2000) and that teenagers are lacking in knowledge about breastfeeding benefits; 
therefore these issues should be addressed by the project. They found, from the 
written feedback, that young people on the whole found the classroom sessions about 
breastfeeding interesting and informative. Yet only the girls found the subject to be 
relevant to them. The adolescents who participated said, on the whole, that they were 
comfortable with the subject of breasts and breastfeeding. Many of them said 
(verbally to the researchers) that they would consider breastfeeding for their future 
children, whereas in the past they had been unsure. However the impact of this 
project was not formally measured by the researchers, as an intervention. Initially the 
researchers did find some resistance amongst the PSHE (Personal, Social and Health 
Education) teachers, as they thought teaching teenagers about breastfeeding might 
encourage more teenage pregnancies. Those teachers who did more readily engage 
with the project were mothers who had breastfed their own children. As part of the 
package therefore a teacher’s guide was included.
The Theory of Planned Behaviour (TPB) and Breastfeeding
The TPB has already been discussed in the literature review (Chapter 2). To 
summarise: there have been three studies explicitly using the TPB to predict 
intentions and actual behaviour, each with pregnant/new mothers. (Another study 
mentioned in the literature review, Wawak-Sobierajska 2006, studies TPB variables 
in relation to breastfeeding, but does not examine whether they are predictive of 
intentions; and a study published recently, Giles et al 2007 does examine the TPB 
variables in this way, but it was published after this intervention took place). Firstly 
Wambach (1997) found that prenatal attitudes and perceived behavioural control 
predicted breastfeeding intentions, but the subjective norm variable failed to reach 
significance. She also found that breastfeeding intentions weakly predicted 
breastfeeding up to six weeks postpartum. Secondly Stockdale (200Q found that 
there was strong support for the intentional-behavioural link and that attitudes were 
predictive of intentions, but neither subjective norms nor perceived behavioural 
control were able to do so. The differences between these studies can be accounted 
for by the fact that Stockdale (2001) used different methods (namely structural 
equation modelling) from the methods used by the other two studies (namely 
regression analysis).Thirdly Swanson and Power (2005) found that subjective norms 
were important determinants of initiation and continuation of breastfeeding to six 
weeks. The subjective norms were not predictive of intentions, but they were 
predictive of behaviour. Partners’ and midwives’ views were an important influence 
at birth and follow-up. Also breastfeeding “continuers” perceived their partners as 
more pro-breastfeeding at six weeks. Breast feeders reported significantly more 
positive attitudes than bottle-feeders, but there was no significant difference in 
perceived control between the two groups. The model correctly classified 88% of 
cases overall. They suggest that in future studies a measure of descriptive norms 
should be included, as subjective norm measures can be perceived as suggesting 
compliance with narrow social norms rather than an understanding of wider societal 
norms. In a meta-analytic review of the efficacy of the TPB, Armitage and Conner 
(2001) have found that the subjective norm construct is generally found to be a weak 
predictor of intentions and that therefore there is a need for an expansion of the 
normative component. If the subjective norm variable usually measures what a 
person thinks about his/her significant others, then another measure, such as a
descriptive norm may add to this construct by seeking to find out what the participant 
thinks is normal in society. Cialdini, Reno and Kallgren (1990) differentiate between 
norms, i.e. describing what is normal or typical is a descriptive norm and what is 
approved of by others as being injunctive; most studies of infant feeding use the 
latter (Swanson & Power 2005).
These studies add to the literature that has found psychological factors, 
including attitudes and normative beliefs, to be important influences on women’s 
decisions to breastfeed or bottle-feed. However the TPB has not been used with 
adolescents’ thoughts on breastfeeding and it has not been used in an intervention 
aimed at improving attitudes towards breastfeeding in young people. Health 
Psychologists (e.g. Rutter & Quine 2002) believe that the TPB is not always the best 
model for predicting behaviour, but it is nevertheless a useful theoretical tool for 
applying and assessing interventions. A model showing the variables measured in 
this study is in figure 5.
The present study was designed to evaluate the effectiveness of an 
intervention, based on improving adolescents’ attitudes to breastfeeding, by using the 
theory of planned behaviour. The research questions are:
Can an intervention in schools improve the attitudes and intentions towards 
breastfeeding among adolescents?
Do any of the TPB variables predict intentions to breastfeed either before the 
intervention takes place or afterwards?
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Method
Participants
Twenty secondary schools (girls and mixed) were approached and two girls’ 
schools agreed to participate, one in Surrey (school two) and one in Oxfordshire 
(school one). Ninety-two participants were recruited from these secondary schools 
with the Heads’ permission. The pupils received an information sheet, which they 
then signed to give their consent. The participants ranged in age from 14 to 15 (year 
10). One school allowed the recruitment of girls from their GCSE child development 
classes (school two) and the other school allowed recruitment from their Biology 
GCSE classes, as the PSHE teachers were unwilling to make time in their curriculum 
for this intervention. Only girls participated in completing the measures, as these 
schools were girls’ school. A register of names and participant numbers was kept by 
the researcher just during the period of the study in order to make it possible to 
follow up the pupils from one phase to another. This register was destroyed after the 
study had finished, so that anonymity and confidentiality was assured for all 
participants.
Design
This was a longitudinal, repeated measures study with a control group and an 
intervention group.
Measures
All measures were applied to the intervention group and the control group, 
o Initially there were some questions on demographics: Age, whether the 
participant had been breastfed themselves (with a “don’t know” option) and 
ethnicity. (See Appendix B). 
o The Iowa Infant Feeding Attitudes Scale (IIFAS) was used to measure beliefs 
and attitudes. It is a well-validated and reliable 17-item scale; with a 5-point 
Likert style response ranging from strongly agree to strongly disagree. 
Approximately half of the items are worded in a manner favourable to 
breastfeeding and the remaining favourable to formula feeding. (Items that 
favour formula feeding are reverse scored.) Attitude scores range from 17 to
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85, with higher scores indicating a favourable attitude to breastfeeding. The 
Cronbach’s alpha for this study at both times was 0.78; so the scale is 
reliable.
o There were two subjective norm measures:
(i) “The important people in my life think breastfeeding is a good
thing.”
(ii) “It matters to me what the important people in my life think.”
These two questions also required a 5-point Likert style response. These 
items were multiplied together to give a weighted subjective norm measure. 
Therefore scores for this measure range from 1 to 25, with higher scores 
relating to more importance being placed on subjective norms.
o A descriptive norm question was also included:
“It is normal to breastfeed” with a 5-point Likert style response, with 
a score ranging from 1 to 5; higher scores indicating higher perceived 
descriptive norms, 
o There were two perceived behavioural control (PBC) measures:
(i) “I will have control over the decision to breastfeed any children I 
may have.”
(ii) “I believe that breastfeeding will be easy”
These were measured by a 5-point Likert style response, with a score ranging 
from 2 to 10; higher scores indicating higher PBC.
Cronbach’s alpha for this measure in this study was 0.48. 
o There was one question to measure intentions :
“I intend to breastfeed any children that I may have in the future.”
This was measured by a 5-point Likert style response, with a score ranging from 
1 to 5; higher scores indicating stronger intentions.
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Intervention
The Breasts Benefits pack (Lockey & Hart 2003) produced by Brighton 
University was used in a 45-minute lesson. The pack consists of: 
o A teacher’s guide
o Six A5 photographs of breastfeeding in action 
o A quiz
o Postcards about health benefits of breastfeeding to give to the teenagers 
o A video/DVD of people being informally interviewed about breastfeeding 
and of a woman breastfeeding. (Published by the National Childbirth Trust). 
“Breastfeeding -  Something to be Proud of.”
Both schools required that the author taught the lesson rather than the normal 
teacher. As the researcher/author is a qualified and experienced teacher this was not 
viewed as a problem. The lesson was planned in the following way:
• Introduction and setting ground rules (2 minutes)
• Class discussion -  exploring pupils’ observations, experiences and 
knowledge of infant feeding (10 minutes)
• Small discussion groups -  exploring beliefs and attitudes to breastfeeding 
using the photographs (12 minutes)
• Quiz -  10 true/false questions -  with follow up and emphasis on health 
benefits of breastfeeding (10 minutes)
• Video/DVD (10 minutes)
• Hand out postcards- with the emphasis on them only being for personal 
use (i.e. not to be given to/shown to friends in other classes) (1 minute)
Procedure
Two schools were involved, but the procedure was the same for each school 
and was carried out at approximately the same time:
Phase 1 (time one): The children were not randomly assigned to the control 
group or the intervention group in the normal fashion, as it was practical to use 
the classes as they were already set up e.g. if there were two classes per year 
group, then one class would be the control group and one class the intervention
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group. However it was the researcher who decided, randomly, which class would 
be the intervention group and which class would be the control group. Pupils in 
both groups completed all measures including the demographic questions.
The intervention took place in one 45-minute lesson with just the 
intervention group. The control group had their normal lesson with their normal 
teacher.
Phase 2 (time two): The same measures, except for the demographic questions 
were given to the same pupils, approximately 4 weeks after the intervention. 
These measures took approximately 10 minutes to complete.
Results
The Sample
There were 92 girls in phase one and 12 dropped out; therefore there were 80 
girls in phase two (equal to an attrition rate of 12%). All the girls were white, except 
for one black girl. The average age was 14 years and four months with a range in age 
fi*om 14 to 15. At school one there were 53 girls and at school two there were 39. 
There were 46 girls in both the intervention group and the control group at time one; 
and 40 girls in both the intervention group and the control group at time two. Forty- 
four (48%) of the girls had been breastfed by their mothers, 36 (39%) had not been 
breastfed and 12 (13%) did not know. As can be seen from table 19 there are clearly 
more girls that have been breastfed at school one than at school two; and this 
difference is significant (%^ = 19.59, p < 0.0001).
Table 19: Cross-tabulation of schools and “breastfed?”
School One School Two
Breastfed? Yes 34 10
No 10 26
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There were no differences in age or on whether they had been breastfed or 
not between the control group and the intervention group. T-tests were run to see if 
there were any differences between the girls who dropped out and the girls who did 
not, but there were no significant differences.
Attitudes (IlFAS)
There was an increase in total attitude scores fi*om time one to time two, from 
55 to 59. A mixed ANOVA was carried out and there were no significant effects for 
group or for interactions between school and group or school and time. However 
there was a main effect for time [F (1, 77) = 41.19, p < 0.0001] and for schools 
[F (1, 77) = 25.07, p < 0.0001]. There was also a significant effect for a time/group 
interaction [F (1, 77) = 20.96, p < 0.0001]. Post hoc t- tests found significant 
differences for the attitude scores across time for the intervention group, but not for 
the control group, as can be seen in table 20.
Table 20: Mean attitude scores across time and group
Groups Time 1 Time 2 t n
Intervention 54.5 (SD = 7.5) 60.3 (SD = 8.0) 7.26 (df = 39) 0.0001
Control 55.8 (SD = 6.6) 56.5 (SD =5.9) 1.29 (df = 39) 0L2
The pre-intervention IIFAS scores were compared with the scores from study 
two (chapter 5) and it was found that there were significant differences between the 
older adolescents (firom the previous study) and the younger ones (from this study); 
with those aged 17-25  (chapter 5) scoring a mean of 60 and those aged 14-15  (this 
chapter) scoring a mean of 55 (t = 5.72, df = 159, p < 0.0001).
Two factor analyses (with oblique rotation) of the scores on the IIFAS for 
both studies were carried out, which resulted in a possible four factors for both 
studies (with eigenvalues greater than one and above the elbow on the scree plot).
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Table 21 (1) -Maximum loadings of items onto factors for IIFAS -  Study 2
Questions Factors
1 . 2 3 4
1 -  health benefits 0.56
2 -  bottle-feeding 
convenient
0.71 .
3 -  bonding 0.81
4 -  iron 038
5 -  bottle-fed babies 
overfed
0.72
6 -  work 0.49
7 -joys 0.75
8 -  public &62
9 -  breast fed babies 
healthier
0.59
10 -  breast fed babies 
overfed?
0.74
11 -  dads 0.75
12 -  breastfeeding ideal 0.57
13 -  digestion 0.65
14 -  formula good? 0.48
15 -  breastfeeding 
convenient
0.67
16-cost 0.31
17 -  alcohol 0.56
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Table 21 (2) -  Maximum loadings of items onto factors for IIFAS -  Study 3
Questions Factors
1 2 3 4
1 -  health benefits 0.51
2 -  bottle-feeding 
convenient
0.54
3 -  bonding 0.75
4 -  iron 038
5 -  bottle-fed babies 
overfed
0.46
6 -  work 0.53
7 -joys 0.64
8 -  public 0.79
9 -  breast fed babies 
healthier
0.81
10 -  breast fed babies 
overfed?
0.66
11 -  dads 0.70
12 -  breastfeeding ideal 0.76
13 -  digestion 0.64
14 -  formula good? 0.74
15 -  breastfeeding 
convenient
0.46
16-cost 0.63
17 - alcohol 0.59
As can be seen from tables 21 (1 and 2) less than half the questions load onto the 
same factors, therefore there is no consistency between the two studies using this 
scale and it is not possible to name the factors. Fifty-three percent of the variance is 
explained in both studies, so there is construct validity. This questionnaire is 
therefore treated as one scale and is reliable as such, as Cronbach’s alpha was 0.78 
for this study and 0.82 in study two.
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Intentions
Total intentions increased from 3.14 at time one to 3.18 at time 2, where 3 is 
the mid-point of the scale. Another mixed ANOVA was carried out. No significant 
effects were found for time, group or any interactions between school and group or 
school and time. However there was a significant main effect for school again 
[F (1, 75) = 14.19, p<0.0001] and for the time/group interaction [F (1, 75) = 7.45, 
p < 0.01]. As can be seen in table 22 (from post-hoc t-tests) there is a significant drop 
in intentions in the control group and only a marginal increase in intentions for the 
intervention group.
Table 22: Mean intentions across time and group
Groups Time 1 Time 2 t
Intervention 3.0 (SD = 1.1) 3.2 (SD =1.2) 1.67 (d f= 3 9 ) 0.10
Control 3.4 (SD = 0.7) 3.2 (SD = 0.7) 2.23 (df = 39) 0.03
Theory of Planned Behaviour variables
Mixed ANCVAs were also carried out for the other TPB variables: There 
were no significant effects or interactions for descriptive norms; for subjective norms 
the only significant effect was for schools with school one having higher scores at 
both times [F (1, 78) = 6.35, p< 0.05]. For perceived behavioural control, there was 
only a significant effect for schools too, with school one having higher scores at both 
time points [F (1, 75) = 5.01, p<0.05]. Please see table 23.
Table 23: Means for subjective norms and PBC across time and schools
Time 1 Time 2
Variable School 1 School 2 School 1 School 2
Subjective norms 12.98 11.13 14.00 11.97
PBC 736 6.93 7.46 7.00
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All the TPB variables significantly correlated (using Pearson’s correlations) 
with intentions at both time points, as did the measure on whether they had been 
breastfed or not. Please see table 24.
Table 24: Correlations between intentions and other variables
Variables Time One Time Two
Breastfed? 032* 0.28*
IIFAS 0.71* 0.68*
Subjective norms 038* 0.54*
Descriptive norms 039* 032*
PBC 0.46* 0.44*
*p < 0.01
Two multiple hierarchical regression analyses, with intentions as the 
dependant variable, were carried out. At block one the TPB variables were entered. 
At block two the variable on whether they had been breastfed or not (as a continuous 
variable) was entered.
As can be seen from table 25.- At time one the IIFAS scores and the PBC 
scores were found to be predictive and the measure on being breastfed was 
independently predictive of intentions. The total variance accounted for was 54%. At 
time two the IIFAS scores, the PBC scores and the subjective norm variable all 
predicted intentions and the measure on being breastfed was independently 
predictive of intentions again. The descriptive norms did not reach significance at 
either time point. The variance this time was 56%.
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Table 25: Hierarchical multiple regression with intentions as the dependent
variable
Beta R squared change
Time One
Block 1 : 0.43***
IIFAS 0.66***
Subjective norms 0.07
Descriptive norms 0.02
PBC 0.18*
Block 2: 0.11**
Breastfed? (133**
Time Two
Block 1 : 0.48***
IIFAS 0.51***
Subjective norms (123*
Descriptive norms 0.07
PBC 0.21*
Block 2: 0.08*
Breastfed? (128*
*p < 0.05, **p < 0.01, ***p < 0.0001
Discussion
The results show that the “Breast Benefits” intervention increases attitudes 
amongst adolescent girls. The breastfeeding attitudes increased significantly from 
phase one to phase two and it is highly probable that the classroom intervention 
caused this improvement, as there was no such increase in attitudes in the control 
group. Lockey and Hart (2003) found that the intervention participants, young 
people of the same age as the pupils in this study, showed an interest in classroom
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sessions about breastfeeding, as did the author of this study. However this study goes 
further by finding attitudes have increased on the IIFAS, as a result of applying this 
intervention. Shaker et al (2004) found that attitudes towards breastfeeding, as 
measured by the IIFAS scale, are a better predictor of feeding choice than 
demographic factors. This is an important finding as very few adolescents are taught 
about breastfeeding in schools and therefore health professionals in primary care 
need to be aware of how an intervention like this can be encouraged in schools. 
Changing attitudes to breastfeeding is more achievable than improving the social 
economic status of all mothers. It is also important to target girls while still young, 
before they become pregnant and before they are able to internalise negative 
perceptions of breastfeeding (Leffler 2000). Another study (Martens 2001) using a 
different but similar intervention, carried out in Canada with adolescents at school, 
also found that the girls showed an increase in breastfeeding attitudes.
There was a difference in both attitudes and intentions between the two 
schools that took part in this intervention. School one girls had significantly higher 
attitudes to breastfeeding and were more likely to have the intention to breastfeed 
any future children, than were girls at school two. Social-economic-status was not 
measured, but both schools were situated in relatively middle-class areas of Surrey 
and Oxfordshire, therefore income-level is not a likely explanation for these 
differences. School one girls were from the top academic sets in Biology GCSE 
groups and school two girls were from child development classes, which is a subject 
that is normally chosen by less academically able pupils. It is possible therefore that 
there is an influence of academic ability here, with the more academically able girls 
having more positive attitudes to breastfeeding. However intelligence was not 
measured, therefore assumptions about its influence on health beliefs about 
breastfeeding cannot be made. Also the difference between the schools can be 
accounted for by the fact that more girls in one school were breastfed by their own 
mothers. This is congruent with the literature that has found that girls who have been 
breastfed by their own mothers usually have better attitudes and intentions towards 
breastfeeding (e.g. Greene et al 2003).
The differences between the control group and the intervention group were 
not so dramatic with regards to intentions. The control group’s intentions became 
significantly less positive and the intervention group’s intentions increased, but not
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to a significant degree. This could well he because of something in the environment, 
for example a programme on television (“Extraordinary Breastfeeding” Channel 4) 
which would explain why the control group’s intentions changed for the worse. The 
fact that the intervention group’s intentions improved anyway, despite the control 
group’s intentions dropping, suggests that had the control group’s scores remained 
the same, the intervention group’s intentions may have increased significantly.
Previous studies (e.g. Swanson & Power 2005) have not usually found 
subjective norms to be predictive of intentions to breastfeed. However this study did 
find that subjective norms were predictive (at time two). It is possible that subjective 
norms were addressed indirectly, for example through the enthusiasm of the 
teacher/researcher; or perhaps the girls spoke to their friends and family about the 
lesson and discovered that their significant others were more pro breastfeeding than 
they thought. However subjective norms did not increase significantly over time, so 
it is possible that there is some other explanation as to why subjective norms were 
only predictive at time two. It is also possible that the question/measure on whether 
they had been breastfed themselves or not is a better measure of social norms, as this 
proved to be independently predictive of intentions at both time points, even when 
the TPB variables had already been taken into account. The breastfeeding/bottle- 
feeding behaviour of the girl’s mother has often been found to be associated with the 
intentions and behaviour of the teenager, sometimes in a hostile way (Ineichen et al 
1997). Also previous research (Baisch, Fox, Whitten & Pajewski 1989) has found 
that the breastfeeding/bottle-feeding behaviour of the mother has influenced the 
attitudes of adolescents towards breastfeeding.
The attitudes variable and the PBC variable were predictive of intentions at 
both time points and this is congruent with the literature (Shaker et al 2004; 
Wambach 1997). Although it must be pointed out that the attitudes measure used in 
this study was not quite the same as a strictly correct TPB study would use, but in 
fact was more comprehensive. A low Cronbach’s alpha for the PBC construct in this 
study implies that the two items are not closely related and this could be because the 
participants misunderstood what the question about control meant. In other words 
they interpreted it as being cognitive control i.e. about who would make the decision 
and therefore they mostly answered that they would be in control regardless of their 
intention to breastfeed and the second item about the ease of breastfeeding is
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therefore about behavioural control. Other studies (Sparks, Guthrie, & Shepherd 
1997) have found similar results in that people may respond to perceived control and 
perceived difficulty items in different ways. The significant effect of perceived 
behavioural control partly explains why the results were more significant for 
attitudes than they were for intentions, as attitudes were targeted specifically by the 
intervention, whereas perceived behavioural control was not targeted; and according 
to TPB theory this would have an effect on intentions. In other words if only one of 
the three variables feeding into intentions is targeted, then it is logical to expect that 
intentions will not change as much as the targeted variable, so this intervention had a 
greater impact on attitudes than on intentions. This construct (PBC) is better targeted 
when the women are pregnant, for example at antenatal class where self-efficacy can 
be increased (e.g. Pobocik et al 2000). However this variable could also be targeted 
by the visibility of breastfeeding women. For example if the above intervention was 
carried out and the same week a young breastfeeding mother was invited into the 
school, this would provide a very good example of behavioural modelling, which 
could increase perceived behavioural control.
Descriptive norms were not found to be significant in any way in this study 
and there are two possible reasons why this is so. Firstly the measure was only a 
single -  item measure and researchers (Armitage & Conner 2001) have found that 
normative measures using more than one item are more likely to be predictive of 
intentions. Secondly this measure was perhaps poorly worded in that the girls may 
have read “normal” to mean the same as “natural” and most adolescents agree that 
breastfeeding is natural, even if they have no intention of practising it themselves 
(Wambach & Cole 2000). Secondly it is possible that the girls were reading the 
question correctly as referring to wider society, but their own cultural norms would 
have a stronger effect on their intentions, than descriptive norms, hence the 
significant results for “having been breastfed” as a variable, at both time points.
The limitations of this study are several. Firstly the intervention was created 
to be used by teachers themselves, yet both the schools in this study required the 
researcher to deliver the intervention, as the teachers did not have confidence in their 
knowledge of breastfeeding, despite the promise of a teacher’s pack. The 
interventions should have been carried out in PSHE lessons and the fact that one 
school used a child development class was not ideal, as they would normally study
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breastfeeding anyway; but this intervention was purposively carried out before the 
girls had got to this point in their curriculum. In a perfect world both the control 
groups should have had the same lesson as each other (unrelated to breastfeeding), 
led by the researcher; but in the real world it would have been inconsiderate to insist 
on this, as schools are very pushed for time in their curriculum as it is. It is possible 
that there was some contamination between the groups, and although this may not 
have affected the attitudes, it may have affected the intentions; for example the 
control group may have had a negative effect on the intervention group. It would also 
have been better to have left a six week gap between phase one and phase two as a 
more thorough test of the pupils’ attitudes; however the Christmas holidays were 
approaching and it was deemed better to finish the study before then. Finally it is not 
possible to generalise these results outside of the south of England or to other ethnic 
communities or to boys. Future research would do well to repeat studies like this one 
in boys’ or mixed schools and in other parts of the UK. However there has been a 
very recent study carried out in Northern Ireland (Giles et al 2007) that has also 
found the TPB variables to be predictive of intentions with a similar age group (13- 
14 year olds) with both boys and girls. Therefore this suggests that the TPB is a 
useful way to measure attitudes, subjective norms and perceived behavioural control 
in relation to intentions about future breastfeeding behaviour.
To conclude, the research questions can be answered in the following way.
An intervention in schools can improve the attitudes towards breastfeeding amongst 
adolescent girls. It is questionable whether this same intervention can also improve 
intentions, but even if only attitudes are improved this is of benefit, as these girls will 
grow up to be members of the general public and the public need to be more 
supportive of women who breastfeed in public places. This study also adds weight to 
the suggestion that breastfeeding education should form part of the secondary school 
curriculum and supports the view that breastfeeding intervention programmes are 
required (Friel et al 1989). All of the TPB variables proved to be predictive of 
intentions, especially attitudes and PBC. Therefore, referring to figure 5, the model is 
an adequate one, except that descriptive norms have not proved to be predictive of 
intentions. Subjective norms were only predictive at time two and therefore are 
perhaps not such an effective measure, as adolescents do not always know what their 
family’s and friend’s views are. If intentions are predictive of initiation of
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breastfeeding, and attitudes are predictive of intentions, then it is important to target 
attitudes while girls are still at school, in order to increase the poor initiation rates 
amongst the population of young mothers. Using the TPB to apply and evaluate this 
intervention has the important effect of proving this to be a worthwhile and 
theoretically sound intervention.
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CHAPTER 7 -  DISCUSSION
Summary of Findings Across all Studies
The first study (chapter 3) showed that there were significant predictors of the 
duration of breastfeeding, namely general self-efficacy and breastfeeding self- 
efficacy. It also found that there were differences in the two age-groups, especially 
with regards to attitudes, postnatal self-esteem and postnatal breastfeeding self- 
efficacy, with the younger mothers having lower scores on all these variables. Aside 
from these main findings it was also evident that there were associations between 
breastfeeding self-efficacy and other variables, such as self-esteem, attitudes, general 
self-efficacy and parenting self-efficacy, but not social support. This association 
between confidence in breastfeeding and parenting self-efficacy was also found in 
the qualitative study (chapter 4). Yet this study did find a relationship between social 
support and successful breastfeeding. (By successful breastfeeding in a qualitative 
study, it is not implied that the breastfeeding is exclusive, but that it is managed and 
enjoyed by both the mother and the baby). Both these studies did find a relationship 
between positive attitudes and breastfeeding confidence, even though in the 
quantitative study attitudes did not predict duration.
It is possible then that attitudes predict intention, which in turn predicts 
initiation, as all the mothers in the first study did initiate breastfeeding at birth, 
except for one; and they did have medium to high attitudes in favour of breastfeeding 
and did intend to breastfeed. The second quantitative study (chapter 5) found that 
younger adults have poorer attitudes to breastfeeding than older adults, so this may 
explain why it was difficult to recruit young mothers into the first study, as attitudes 
are often linked to intentions and only those intending to breastfeed were eligible for 
inclusion in the first study. When the second study’s scores on attitudes were 
compared with baseline scores of attitudes of adolescents in the third quantitative 
study (chapter 6), it was found that the adolescents had poorer attitudes than the 
young adults. There is obviously then an association between age and attitudes to 
breastfeeding, with attitudes improving gradually from adolescence to middle-age. 
This second study also found that very little had changed since 1981, with regards to
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knowledge about breastfeeding and that only a minority of young adults had received 
education about breastfeeding at school.
The third study (chapter 6) found that attitudes were improved by a school 
classroom intervention, but intentions not significantly so. It also found that all the 
Theory of Planned Behaviour variables were predictive of intentions, which could 
explain why intentions did not improve as a result of the intervention, as only 
attitudes were targeted and not subjective norms or perceived behavioural control. 
However descriptive norms were not associated with intentions, despite the theme 
about normalisation of breastfeeding that was found in the qualitative study. If 
perceived behavioural control is the same as self-efficacy and self-efficacy is 
predictive of duration of breastfeeding, then it may be possible to improve 
breastfeeding behaviour (initiation and duration) by improving attitudes and 
perceived behavioural control during the antenatal period, the postnatal period and 
even before girls become pregnant.
How the Findings Relate to the Literature
Many of the findings agree with the literature. Breastfeeding initiation rates 
(Bolling 2006) and duration rates (Bolling et al 2007) have been shown to be linked 
with age and years of education; therefore study one has corroborated this, as both 
these variables were associated with breastfeeding at four months. Also the 
quantitative literature (e.g. Richardson & Champion 1992) shows that social support 
(in general) does riot have a relationship with the length of breastfeeding and in study 
one the breastfeeding support scale was not associated with duration. However the 
.qualitative study agreed with the qualitative literature (e.g. Dykes et al 2003) that 
states that social support firom friends and family is important. This suggests that the 
qualitative studies are gleaning aspects of social support that are somehow missing 
from the present measures. It is also possible that the differences between the types 
of literature could be explained by a possible lack of awareness in the participants; 
they may think that social support is important, but perhaps it is not. Or it is possible 
that different constructs are being addressed. For example the quantitative literature 
asks questions about what type of help is important from significant others; this 
could be different for different people and individual differences may affect the 
results, with, for example some participants preferring practical help from their
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partner and others preferring emotional empathy from their friends. However the 
qualitative themes may be as much about self-efficacy as perceived social support. 
For example in the qualitative study in this thesis, a participant speaking about 
viewing her sister successfully breastfeed could be about vicarious experiences, an 
antecedent to self-efficacy; and a participant speaking about verbal encouragement 
from her mother could be about positive reinforcement, another antecedent of self- 
efficacy.
Richardson and Champion (1992) found that attitudes predict initiation and 
duration, but most of the literature has found that attitudes only predict intentions and 
initiation (e.g. Shaker et al 2004).This maybe because attitudes change with the 
experience of breastfeeding, from altruistic ones concerning the baby to salient ones 
concerning the mother (Rempel & Fong 2005). For example it may be very 
important to a young mother that she has time to go out and spend time with her 
friends, without the embarrassment of breastfeeding in public, so her attitude to 
bottle-feeding and the perceived freedom that gives her will be more salient if the 
infant is in good health anyway. Other literature has also found that the concept of 
freedom is related to bottle-feeding (Shepherd et al 2000). However this idea of 
freedom may not become apparent until after the baby is bom; but the qualitative 
study found that some young mothers were reluctant to leave their baby with 
someone else. The quantitative studies found that attitudes did predict intentions 
(study three) and intentions predicted initiation (study one), but attitudes did not 
predict duration. Dewan et al (2002) found that teenage mothers have less positive 
attitudes and less knowledge than non-teenage mothers; study one found that the 
mothers under the age of 25 had less positive attitudes than those above 25 years old 
and study two found that knowledge about breastfeeding has not increased since 
1981 .Yet attitudes about breastfeeding in public have improved.
Attittides about breastfeeding in public may be linked to self-esteem, as if a 
mother feels embarrassed about breastfeeding in front of others that could be said to 
be linked to her being influenced by a perception of others’ disapproval. Also a 
mother may invest a sense of self worth in her ability to be a good mother and 
therefore her ability to feed her baby in the best way possible. The results regarding 
self-esteem in the literature have shown a link between it and breastfeeding self- 
efficacy (Dennis 2003 and Papinczak & Turner 2000) and study one did likewise.
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Also study one showed that self-esteem (postnatally) is lower for the younger 
mothers.
The findings fi'om the studies in this thesis have also extended the literature 
and added to the existing body of knowledge. In the first study there were no 
significant associations with duration for ethnicity, i.e. the black women breastfed 
their babies just as long as the white women, therefore these results suggest that the 
situation in the UK is different from that in the USA where black women do not 
breastfeed for as long as white women (Kum-Nji et al 1999). Previous UK literature 
(Hamlyn et al 2002) has found that black women are breastfeeding for longer. 
Sikorski and colleagues (2001) found that there was a significant interaction between 
ethnic group and education levels, i.e. black women who had left education at 16 
were more likely to be breastfeeding at four months than their white counterparts. It 
is possible that black women in the UK are more likely to follow the parental 
practices in their country of origin than black Americans do. The difference between 
the first study and the other UK literature is perhaps because the black women in this 
study tended to be younger, therefore age is a confounding variable. It could be that 
older black women in the UK are breastfeeding for longer; however the small 
numbers of women in the first study, in specific ethnic and age groups precludes any 
more detailed analysis and limits generalisability.
Many studies (e.g. Wambach 1997) using the theory of planned behaviour, 
have found that attitudes and perceived behavioural control have predicted intentions 
to breastfeed, but that subjective norms have not; however the third study found that 
subjective norms were also predictive of intentions (as well as attitudes and 
perceived behavioural control) after the intervention had been applied, which 
suggests that if young people know what their significant others are thinking about 
breastfeeding, that it may have some influence on their intentions. The third study 
also found that the breastfeeding/bottle-feeding behaviour of the adolescent’s mother 
was a strong predictor of intentions, both before and after the intervention took place, 
which suggests that past behaviour/family norms are best measured this way (for 
young mothers/ non-pregnant adolescents) and this is in keeping with the literature 
(e.g. Gostling 2003).
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Although attitudes have been measured in schools many times (e.g. Greene et 
al 2003); very few studies have carried out an intervention in schools (e.g. DeGale 
1995 and Lockey & Hart 2003) and only one has measured its effects (Martens 
2001), where they found an increase in breastfeeding attitudes. Study three found this 
same increase in attitudes, which was most probably caused by the intervention as 
the same effect was not found for the control group. The Martens (2001) study was 
carried out in Canada and this study (3) was carried out in the UK, but still obtained 
the same positive results using an intervention designed in the UK (Lockey & Hart 
2003). This study also found a difference in attitudes and intentions between the two 
schools, which was partly explained by the difference in the girls’ mother’s past 
behaviour, but could also be explained by the difference in the academic abilities of 
the two sets of girls; one group were studying GCSE child care and the other 
school’s groups were in the top sets for Biology GCSE. If academic ability is a factor 
in the formation of attitudes about breastfeeding then this would link with the 
research that has found years of education to be a factor too, as did study one. The 
underlying explanation could be the same. Dennis (2006) found that maternal 
education was retained in her predictive model of breastfeeding self-efficacy and she 
suggests that mothers with a higher level of education may have a stronger sense of 
personal competence (general self-efficacy) as a result of their academic 
achievements, and may approach difficult tasks as challenges to be mastered rather 
than as threats to be avoided. If those with higher breastfeeding self-efficacy are 
breastfeeding for longer (study one) and those with higher education levels are 
breastfeeding for longer too (also study one) then this could be linked by a sense of 
general self-efficacy. Especially as study one found an association between general 
self-efficacy and breastfeeding self-efficacy and that both were predictive of 
duration. In other words those who have higher levels of education may have higher 
general self-efficacy and therefore regard breastfeeding more positively, as just 
another one of life’s challenges. Also the qualitative study found that the young 
women thought that breastfeeding was easy, yet they still persevered when facing 
problems.
Dennis (2003) states that she found support for predictive validity of the short 
form of the breastfeeding self-efficacy scale, because she found significant mean 
differences between breastfeeding and bottle-feeding mothers at 4 and 8 weeks
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postpartum from their scores taken at 1 week. In other words those still breastfeeding 
at 8 weeks had higher original breastfeeding self-efficacy scores than those who had 
given up. The regression model used in study one is a better way of showing that the 
scores are predictive of duration, as it shows that the antenatal and the postnatal 
breastfeeding self-efficacy scores are independently predictive. Therefore study one 
adds to the existing knowledge on breastfeeding self-efficacy, but also expands on it 
by showing that there is a significant difference between the two age groups. 
Breastfeeding self-efficacy is an important factor for all mothers, regardless of age, 
but it is more important for the younger mothers, and this is the original part of this 
thesis. Breastfeeding self-efficacy or a lack of it is an important part of the 
explanation for why younger mothers discontinue breastfeeding. If the antecedents of 
breastfeeding self-efficacy are performance accomplishments, vicarious experiences, 
positive reinforcement and physiological input (Dennis & Faux 1999) then the 
younger mothers are missing out on at least one of these and the one that is most 
likely to be different is vicarious experience. Unless a young mother has seen a 
relative breastfeeding, it is very unlikely that she will have seen anyone 
breastfeeding, whereas older mothers may well have witnessed fiiends and family 
members breastfeeding. This was the case for most of the young mothers in the 
qualitative study i.e. they had a relative who had breastfed, but they are probably in 
the minority.
Some of the findings from this thesis have also contradicted the literature. 
Greedy et al (2003) found that, when the BSES was used in both the antenatal stage 
and the postnatal stage, the scores increased after birth, whereas study one found that 
the BSES scores dropped after birth. This would be expected from self-efficacy 
theory (Bandura 1997) especially with first time mothers, as some of their 
expectations when pregnant may be based on unrealistic optimism, especially if they 
have not been given the full picture by health professionals, as the latter are 
sometimes unwilling to give a realistic idea of what breastfeeding entails (Shaw et al 
2003). If the actual experience of breastfeeding in the first few days does not live up 
to the expectations of the mother, then this will lower self-efficacy. Study one did 
indeed have a majority of first time mothers, whereas this was not the case for 
Greedy et al (2003). The latter also only used participants of 18 and above, whereas
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study one includes participants of 16 and 17 also. It was in the younger group that the 
drop in breastfeeding self-efficacy was pronounced. Papinczak and Turner (2000) 
found that there was a link between breastfeeding confidence and social health. The 
latter was defined as the dimension of an individual’s well-being that concerns how 
she gets along with other people, how people react to her and how she interacts with 
societal institutions and mores. This study also found that the measure of social 
health was associated with duration. Although this study was carried out with adults, 
it is possible that younger mothers would have lower social health and would be less 
likely to join a postnatal support group, such as those run by NCT. Therefore positive 
reinforcement (a necessary correlate for breastfeeding self-efficacy, Dennis & Faux 
1999) could be lacking firom a young mother’s life and this would lower her self- 
efficacy.
In the literature (Dennis 2006) it has been found that in terms of social 
support, higher perceptions of global support and relationship specific-support firom 
the partner and other women with children were correlated with higher BSES scores. 
Yet study one did not find a significant correlation between breastfeeding self- 
efficacy and social support. This could be a methodological issue, as different 
measures were used for social support and study one used the short form of the 
BSES, whereas Dennis’ study (2006) used the long form and she had many more 
participants. The reverse was the case for general self-efficacy i.e. study one found a 
link between it and breastfeeding self-efficacy, whereas Dennis and Faux (1999) did 
not. Sherer et al (1982) suggest that general self-efficacy is an individual’s broad 
sense of confidence across varied situations that have developed from past success 
and failure experiences; and that this sense of personal mastery will be translated into 
self-efficacy about specific tasks or behaviour. Therefore Dennis and Faux (1999) 
hypothesised that breastfeeding self-efficacy would correlate with general self- 
efficacy; they did not find this to be the case and they pointed to methodological 
weaknesses. However study one did find that there was a correlation between these 
two constructs.
This thesis, particularly study one, has added to the theoretical positions on 
self-efficacy. Sherer et al (1982) and Schwarzer (1992) posit that measures of general 
self-efficacy are useful measures of health behaviour, whereas Bandura (1997) thinks
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that they are not. He states that omnibus measures contain many items that may have 
little relevance to the particular sphere of functioning that is of interest. Study one 
found that breastfeeding self-efficacy was more predictive of duration than general 
self-efficacy, in that the scores added to the variance in the regression model, even 
after general self-efficacy had been entered, and the postnatal scores had a higher 
correlation with duration than did general self-efficacy and to a higher level of 
probability. It appears then that the BSES is a more useful tool than the GSES for 
predicting this specific behaviour. It is possible that the BSES when used antenatally 
with first time mothers, is little better than the GSES, as self-efficacy is not based on 
unrealistic optimism (Schwarzer 1992), but is based on experience, in this case 
previous experiences of breastfeeding, which first time mothers do not have. In other 
words general self-efficacy and antenatal breastfeeding self-efficacy were both 
predictive of duration, but postnatal breastfeeding self-efficacy was more predictive. 
Therefore a specific/intermediate measure of self-efficacy is more effective at 
predicting behaviour if used once that behaviour has been attempted. One presumes 
then that if the BSES had been used with those who were still breastfeeding at four 
months, in phase three of study one, that the BSES scores would have risen (as in the 
literature, Dennis 2003), as the mastery experiences gained from continuing to 
breastfeed would have led to higher self-efficacy. However self-efficacy will effect 
or be effected by cognitive motivations and emotions (Bandura 1997) and the first 
breastfeed does not happen in a cognitive vacuum. The new mother will have 
thoughts about her skin type, the size and shape of her nipples, evaluations of what 
type of mother she is going to be, and she may or may not have viewed somebody 
else breastfeeding; therefore these thought processes will effect her judgement about 
her capability to breastfeed, regardless of her attitudes to the benefits of breast milk. 
Added to these cognitions will be her sense of determination, which she will have 
acquired through her life and therefore there is a place for the link between general 
self-efficacy and a more specific breastfeeding self-efficacy. Bandura (1997) 
distinguishes between three levels of assessment: the most specific level measures 
perceived self-efficacy for a particular performance under a specific set of 
conditions. The intermediate level measures self-efficacy for a class of performances 
within the same activity domain under a class of conditions. Finally the general level 
measures global beliefs in personal efficacy without specifying activities or
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conditions. Breastfeeding self-efficacy probably falls into the intermediate category, 
as breastfeeding experiences can vary even for the same woman under different 
conditions. It appears that this is a better way of predicting behaviour, rather than 
using a global measure. Even if personal efficacy beliefs are influenced by the 
personality and coping skills of the person, the situations can vary so widely that this 
will be an enormous influence on a particular behaviour. For example women who 
do well in their career may believe that they will be good at breastfeeding, yet one 
woman may have the patience to sit and nurse her baby, whereas another may not. 
One woman may have a placid baby and another may have a very demanding infant. 
One woman may have an easy pregnancy and birth the first time round and then 
postnatal depression with the second child.
Limitations
Specific limitations for each study have been discussed in each chapter; for 
example in the first study there were not enough participants in either the quantitative 
stage or the qualitative stage; in study two SES was not measured and in study three 
it was not possible to include boys in the intervention. However there are some more 
general limitations to this thesis. If there had been more participants in study one, it 
would have been possible (a) to propose cut-off scores for the BSES which would 
provide a guide for clinical use and (b) to compare the attitudes of those who are 16- 
19 with those who are 20-24 and ideally those under 16 too, as separate groups; then 
these attitudes could have been compared with the younger adolescents in study three 
and the older adolescents/young people in study two. Also the attitudes measure 
should have been used postnatally in study one (as well as antenatally) with perhaps 
an extra item on freedom, in order to assess if attitudes change during the course of 
the infant’s first few weeks. The most glaring omission in this thesis is that there is 
an intention - initiation gap. In other words study one only examines those who 
intend to breastfeed, with regards to duration, and studies two and three only 
examine the antecedents of intention. At no point do any of these studies examine 
why some women who think they are going to breastfeed, then change their minds 
and do not initiate. However the positive aspects of this research are the original 
contributions it makes to the body of knowledge about psychological factors
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influencing breastfeeding, namely that breastfeeding self-efficacy is lower in 
younger mothers and that it is possible to improve young girls’ attitudes to 
breastfeeding.
A further limitation in this thesis is the inadequacy of some of the measures 
to elucidate the concepts they were supposed to be measuring. The measures will be 
discussed here in turn. There are obvious overlaps between the three measures on 
self-efficacy, for example the item “I can always successfully cope with 
breastfeeding like I have with other challenging tasks” (question 2 on the BSES) 
overlaps with the idea of general self-efficacy; however the literature review explains 
the theoretical reasons why these three measures of self-efficacy are used. Both the 
general self-efficacy scale and the self-esteem scale are well used and well validated 
instruments and therefore pose few problems. The PES was perhaps a little too long 
for clinical use and for the purposes of the study some words were anglicised i.e. 
“diapers” was changed to “nappies” and “the mall” was changed to “shops”. The 
problems with the HBSS have been covered in chapter three and previously in this 
discussion, especially with regards to the issue of social support. The BAS and the 
IIFAS perhaps pose more limitations than any of the other scales. This is partly due 
to the different definitions of “attitudes”. Therefore future research would do well to 
devise a new attitudes measure for breastfeeding behaviour, that could be used 
antenatally and postnatally and would therefore include salient issues for the 
postnatal period, such as attitudes to problems with breastfeeding e.g. mastitis and 
issues surrounding the mother’s Freedom and mobility. This measure should either be 
based theoretically on the TPB’s idea of behavioural beliefs or on the social- 
cognitive idea of outcome expectations; and knowledge questions, where there is 
often a right or wrong answer could be measured on a separate scale. For example 
“Breast milk is lacking in iron” (question 4 on the IIFAS) is clearly a factual item. 
Also attitude measures should not include statements of intention e.g. “I am 
considering breastfeeding my children” (question 10 on the BAS), as the concept of 
intentions is different from that of attitude. It would also perhaps be of benefit to 
divide such a measure into two factors, one pro breastfeeding and one pro bottle- 
feeding, as the reasons someone decides to bottle feed may not always be the reverse 
of reasons why someone decides to terminate breastfeeding.
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Future Research
Some aspects of future research have already been mentioned in the relevant 
chapters, for example further research with the under 16s regarding breastfeeding 
self-efficacy would be of value. A piece of research that would cover the gaps 
discussed in the above section on limitations would be, with a larger sample of 
pregnant women, to use the Health Action Process Approach (HAPA -  Schwarzer 
1992) which would be able to examine the adoption, initiation and maintenance of 
breastfeeding behaviour. In the motivation phase self-efficacy, outcome expectations, 
risk perceptions and goals would be measured. Then in the action phase (at more 
than one time point) self-efficacy, action plans, barriers and resources would be 
measured in order to get a clearer and wider picture. A measure of resources that 
included a better tool for measuring breastfeeding social support would also need to 
be developed. Also further research is needed to determine which specific strategies 
can be implemented to increase breastfeeding self-efficacy.
Implications
Young mothers need to be more assertive; if they are empowered by the 
health professionals to make their own decisions, then they need to do their part by 
taking advantage of the help and support that is available, for example by attending 
antenatal classes and by seeking help from their community midwives/health visitors. 
However the onus is more on the health professionals, as many young women do not 
feel empowered to seek help. There needs to be more antenatal guidance aimed 
specifically at pregnant adolescents and their families. For example out of the three 
PCTs which provided participants for study one, only one of them had this facility. 
Anticipatory guidance needs to be given about the physical and the psychological 
aspects of breastfeeding, especially to those who are undecided and it needs to be 
both realistic and encouraging. Mothers should not be patronised by the health 
profession, but given all the information that they need to make an informed 
decision. Also health visitors, midwives and NCT breastfeeding counsellors should 
consider establishing postnatal support groups for breastfeeding adolescents.
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Also there are clinical implications for all breastfeeding women, in order to 
improve duration and prevalence rates in all age groups. Firstly health professionals 
need to provide anticipatory guidance that will normalise biopsychological factors 
such as anxiety, stress and fatigue. Then they need to reinforce the positive aspects of 
breastfeeding and they should provide consistent advice on how to improve future 
breastfeeding performances (Dennis 2006). They should encourage the mothers to 
dwell on the successes rather than the failures and give proactive attention to make 
the unobservable breastfeeding skills apparent to the mother. This could be done 
using a problem solving approach (Cadwell & Tumer-Maffei 2004). They also need 
to provide peer support opportunities; for example in Scotland (Hoddinott, Lee & Pill 
2006) it was shown that, using a peer coaching intervention, breastfeeding 
prevalence was 34% in the control group and 41% in the intervention group at two 
weeks (and this difference was significant). Ideally if some of these strategies were 
taken on board, then there would be an improvement in the health professional- 
mother relationship, where mothers would be able to own their decisions to 
breastfeed/continue breastfeeding and midwives/health visitors would feel satisfied 
in assisting women who have made a freely elected choice.
There are implications for the education system too. Schools are not always 
able to invite a health professional in, so breastfeeding needs to be included on the 
curriculum for all pupils, not just for those taking child-care qualifications. It also 
needs to be presented as the first choice for feeding infants, rather than as an equal 
alternative to bottle-feeding. The third study in this thesis shows that breastfeeding 
education in secondary schools is an appropriate and cost effective way of increasing 
the acceptability of breastfeeding. Therefore there needs to be active co-ordination 
between the government’s Department of Health and the Department for Education 
and Skills. It is unlikely that individual schools will seek out material of this nature, 
especially as there are already many topics competing in an already over stretched 
curriculum (Lockey & Hart 2003).
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Conclusion
The model in figure 1 (chapter 2) includes some psychological factors that 
have not been measured in these studies, but it does appear that self­
efficacy/perceived behavioural control, in particular breastfeeding self-efficacy, and 
outcome expectations/attitudes, intentions/proximal goals and past experiences (own 
or others) are important parts of the model in the influence of breastfeeding 
behaviour.
To answer the research aims one can conclude :-
1. Breastfeeding self-efficacy does predict duration;
2. The psychosocial variables that differ between age groups are:- 
breastfeeding self-efficacy, general self-efficacy, self-esteem and 
attitudes;
3. Breastfeeding self-efficacy does have a positive relationship with 
general self-efficacy and parenting self-efficacy;
4. Young women who are successful at breastfeeding perceive that they 
are high in self-efficacy;
5. Young adults have lower attitudes to breastfeeding than do older 
attitudes;
6. A breastfeeding intervention improves the attitudes of adolescents, 
but not their intentions.
So this research indicates that attitudes about breastfeeding need to be 
improved amongst young women and this, along with an improvement in social 
influence (to a lesser degree) may improve intentions to breastfeed in non-pregnant 
and pregnant women. In the antenatal stage, breastfeeding self-efficacy, if improved, 
may positively influence intentions. There is also an indication that breastfeeding 
self-efficacy, if bolstered, could improve the prevalence rates of those breastfeeding 
at four months, especially if targeted in the postnatal stage; and especially with 
young mothers. It is possible that social support could still be a contributory factor 
too. Breastfeeding will always be a complex behaviour with many individual 
differences amongst the younger and the older mothers, but women, with the right 
support could be choosing to breastfeed out of a sense of pleasure, rather than 
because it is a duty.
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The four studies in this thesis, including the qualitative one, show that 
psychological factors, such as attitudes and self-efficacy are not stable traits. They , 
influence breastfeeding behaviour, but they are changed over time, by life 
experiences, body image, social and cultural factors. Also they are changed by the 
behaviour itself i.e. there is a reciprocal relationship between the person, their 
environment, the decisions surrounding the intentions to behave and the progress of 
the behaviour itself; this is congruent with Bandura’s social- cognitive theory (1997). 
Furthermore, if life experiences etc. change psychological factors, as a matter of 
course, then it is possible that interventions can and do change these same 
psychological factors when applied appropriately.
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APPENDICES:
Appendix A -  Participation Information and Consent Sheets
Patient Information Sheet For Mothers-to-be (study one)
Version: 3 Date: 5/10/05
Study Title:
Confidence in Breastfeeding 
Invitation:
You are being invited to take part in a research study. Before you decide, it 
is important for you to understand why the research is being done and what it 
will involve. Please take time to read the following information carefully and 
discuss it with others if you wish. Ask us if there is anything that is not clear 
or if you would like more information. Take time to decide whether or not you 
wish to take part.
Thank you for reading this.
What is the purpose of this study?
This study will investigate whether factors such as breastfeeding confidence and 
support, especially in young mothers, affect the length of time they spend 
breastfeeding their babies. Research of this type is necessary in order to gain a 
better understanding of why some mothers stop. So in the future, interventions may 
be designed to help those mothers who would like to continue breastfeeding for 
longer. My involvement in this study will be for one year, but your involvement is 
for a much shorter period of time (see below).
Why have I been chosen?
You have been chosen because you are a mother who intends to breastfeed 
her baby, or you may be undecided. You are one of approximately 120 
pregnant women. Some of these women will be older or younger than you as 
there are three age categories: 16-20, 21-25 and 26+.
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Do I have to take part?
It is up to you to decide whether or not to take part. If you do decide to take part you 
will be given this information sheet to keep and be asked to sign a consent form. If 
you decide to take part you are still free to withdraw at any time and without giving a 
reason. A decision to withdraw at any time, or a decision not to take part, will not 
affect the standard of care you receive from the NHS.
What will happen to me if I take part?
Your involvement in this study will take about 20 minutes to fill out the 
questionnaires this time and the same again after you have had your baby. There are 
three phases to this study. The first phase involves you filling in the questionnaires 
attached to this form, which you should then return to me in person or post to me in 
the prepaid envelope provided. We will need your contact details for the second 
stage; this is very important, as if there is no way to contact you your data will not be 
included in the study. The second phase involves you filling in some similar 
questionnaires, which will be posted to you (or given to you in hospital) 
approximately one to two weeks after your baby has been bom. These should be 
posted to me in the prepaid envelope provided. The third phase will be simply to let 
me know how many weeks you have breastfed for, when I ring you at four months.
(I will not ring at 4 months if you inform me at the second stage that you are no 
longer breastfeeding.) Some mothers at this third stage will be offered an interview, 
which can take place at a location of convenience to you, when the baby is about five 
months old.
What do I have to do?
Apart from filling out the questionnaires, this study is designed to cause minimal 
dismption to your routine. Taking part in this study should not restrict you in any 
way. If you decide to be interviewed when your baby is five months old the 
interview will be recorded and transcribed with your permission and can be paused at 
any time for you to care for your baby.
Are there any disadvantages in taking part?
There are no disadvantages or risks from taking part in this study.
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What are the possible benefits?
This study is simply exploratory; therefore there are no intended benefits to you 
personally. However the information you provide may be used in the future to design 
an intervention that will help young mothers in their desire to breastfeed.
What if something goes wrong?
In the extremely unlikely event that you are harmed by taking part in this research, 
there are no special compensation arrangements, but standard university insurance 
cover is in place. If you wish to complain, or have any concerns about any aspect of 
the way you have been approached or treated during the course of this study, the 
normal university complaints mechanisms should be available to you.
Will my taking part in this study be kept confidential?
Your midwife will be aware of your participation in this study and your health visitor 
or doctor may be informed at follow-up if necessary. All personal data will be 
anonymous and processed in the strictest of confidence and in accordance with the 
Data Protection Act (1988). Once the data has been collected your contact details 
will be removed, unless you request a summary of the research findings. The only 
places that your name will appear are on the consent form and the first batch of 
questionnaires. There will be a participant number on your questionnaires, which will 
be the same throughout, so that your data can be coded for the purposes of 
computation. Your name will not be stored on the computer. If you take part in the 
interviews, pseudonyms will be used on the audiotape and the transcript, so that you 
cannot be identified.
What will happen to the results of the research study?
The results of this study will be part of my thesis, which will be kept in the library at 
the University of Surrey. It is also anticipated that this study will be published in 
academic journals. However you should note that you would not be identified in any 
publication. The findings may also be presented at academic conferences. Requests 
may also be made to myself for a summary of the findings.
Who is organising and funding the research?
The University of Surrey.
Who has reviewed the study?
The Joint UCL/UCLH Committees on the Ethics of Human Research (A).
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Contact for further information:
If you have any questions regarding any aspects of the study, please do not hesitate 
to contact me. You may keep this information sheet and a copy of the consent form. 
Thank you very much for taking part in this study.
Jacquie Bailey 
Psychology Department 
School of Human Sciences 
University of Surrey 
GU2 7XH 
Tel. 01483683971
Email: psm6jb@surrey.ac.uk
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Jacquie Bailev University of Surrey
BD (Hons), PGCE, Guildford
Dip.Psych. MSe Surrey GU2 7XH UK
Tel: +44 (0) 1483683971
Fax: +44 (0) 1483 689553
Email: psm6Jb@surrey.ac.uk
Version Number: 2 (Aug.2005) 
Patient Identification Number: 
Patient pseudonym (if necessary.)
Unis
Department of 
Psychology
CONSENT FORM
Title of Project: Confidence in Breastfeeding
N am e of Researcher: Jacqueline Bailey
Please initial boxes
1. I confirm that I have read and understand the information sheet dated 5 /10 /05  
(Version 3) for the above study and have had the opportunity to ask questions.
2. I understand that my participation is voluntary and that I am free to withdraw at any time, 
without giving any reason, without my medical care or legal rights being affected.
3. I agree to take part in the above study.
4. I agree to have any interviews recorded and transcribed.
Nam e of Patient Date & Signature
Researcher Date & Signature
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Mrs J. Bailev University of Surrey Department of
BD (Hons), PGCE, Guildford Psychology
Dip.Psych. MSe Surrey GU2 7XH UK 
Tel: *44 (0) 1483683971
Pupil Information Sheet for Breastfeeding Study
You are being asked to participate in this study because you are a school pupil aged 
between 13 and 16.This is a study to find out what you know and what you think 
about breastfeeding. Your results will contribute to my PhD at the University of 
Surrey and will be very useful. Your head teacher and your parents have given 
permission for you to participate.
You will be asked to fill out some questionnaires today and again in approximately 
six weeks time during normal school activities. Each questionnaire should only take 
you about 5 minutes to fill out. There are no right and wrong answers. In the 
meantime, depending what group you are in, you may participate in a class lesson on 
breastfeeding. If at any point you wish to withdraw from the study you are free to do 
so. If you refuse to take part it will not affect your education at this school in any 
way. If you have any questions or concerns please raise them with your class teacher 
or myself.
You will notice that there is a code number at the top of your questionnaire. This will 
identify you just during the course of my study; I will have a register with your name 
and your code number on so that I can follow you up the next time I come in to your 
school. However after the study has finished this register will be destroyed, so that 
any information I have about you remains confidential. Your answers will be 
anonymous as they will be stored on my computer with just the code number. Please 
do not put your name on the questionnaires. You may keep this information sheet. 
Thank you for reading this. Please sign the consent sheet.
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To be printed on school headed paper
CONSENT FORM
Title: Breastfeeding study
Nam e of Researcher: Mrs J. Bailey
Please tick boxes
1. I confirm that I have read and understood the information sheet for the above study and 
have had the opportunity to ask questions.
2. I understand that my participation is voluntary and that I am free to withdraw at any time, 
without giving any reason, without my schooling or legal rights being affected.
5. I agree to take part in the above study.
Nam e of pupil: Date Signature
Nam e of parent: Date: Signature:
Researcher: Date: Signature:
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Appendix B -  Questionnaires used for the quantitative studies
mmiL  .
study One > /
Please fill out all the questionnaires on the following pages 
and answer all the questions. YOUR answers are very important 
for this research and most o f the questions have no right or 
wrong answers, they just require you to give your opinion by 
circling the numbers. Please ask i f  you don’t understand 
anything.
Personal Details
1. Occupation:
(a) If you are at school or a student please state both your parents occupations if known.
Mother:__________________________________________________________
Father:________________  . _____________________________
Or (b) If previously in employment before your pregnancy, or if still in employment now then 
please state what that job was/is:
2. How old were you when you left school/college? 16? 18? 21? Younger? Older?
(If you plan to return to education, then circle the age you expect to leave.)
3. What is your age now?
4. Are you a smoker? Yes / No (Answer “Yes ” if you intend to start smoking again when the baby is bom )
5. Was your pregnancy planned? Yes / No
6. How many children have you had before this one? {If none put 0)_________________
7. Did you breastfeed any of your previous children? Y es/N o/N . A.
8. Would you describe your ethnic origin as: Affo-Caribbean? White?
___________ ___________________  Asian?_________ Other?__________________
9. When are you due to have your baby? ____________________________________
^ -------------------------------------(These contact details will be removed after the study is finished.)-
10. Please leave contact details for after the birth of your baby, as this is very important for 
the second and third stages of the study. (If you prefer not to then please write down the 
hospital where you expect to give birth):
Telephone No.___________________________
Mobile No.______________________________
Address:
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QUESTIONNAIRE A (BAS)
The following statements describe some pregnant mums* attitudes to feeding their babies:
1) I consider breastfeeding to be advantageous to the baby.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree
1 2 3 4 5
2) I consider breastfeeding to be advantageous to the mother.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree
1 2 3 4 5
3) Breastfeeding is convenient.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree
1 2 3 4 5
4) Breastfeeding is worthwhile despite inconveniences.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree
1 2 3 4 5
5) Breastfeeding is better than bottle-feeding.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree
1 2 3 4 5
6) I have a friend or relative that I know has breastfed.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree
1 2 3 4 5
7) I have seen someone breastfeeding.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree
1 2 3 4 5
8) I have read about breastfeeding in magazines.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree
1 2 3 4 5
9) I have heard about breastfeeding from doctors and/or midwives.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree
1 2 3 4 5
10) I am considering breastfeeding my children.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree
1 2 3 4 5
11) Breast milk contains all the right nutrients for a baby.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree
1 2 3 4 5
12) Mothers who breastfeed are less likely to have babies with ear infections.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree
1 2 3 4 5
13) Breastfeeding works on a “supply and demand” mle.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree
1 2 3 4 5
14) Colostmm is good for the baby’s immunities.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree 
1 2 3 4 5
15) Painful nipples can be mostly avoided by correct latching on.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree
1 2 3 4 5
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QUESTIONNAIRE B
The following statements describe what some people believe about themselves:
1) On the whole I am satisfied with myself.
Strongly agree Agree Disagree 
1 2 3
Strongly Disagree 
4
2) At times I think I am no good at all.
Strongly agree Agree Disagree 
1 2 3
Strongly Disagree 
4
3) I feel that I have a number of good qualities.
Strongly agree Agree Disagree 
1 2 3
Strongly Disagree 
4
4) I am able to do things as well as most other people.
Strongly agree Agree Disagree 
1 2 3
Strongly Disagree 
4
5) I feel I do not have much to be proud of.
Strongly agree Agree Disagree 
1 2  3
Strongly Disagree 
4
6) I certainly feel useless at times.
Strongly agree Agree Disagree 
1 2 3
Strongly Disagree 
4
7) I feel that I am a person of worth, at least on an equal plane with others.
Strongly agree Agree Disagree Strongly Disagree 
1 2  3 4
8) I wish I could have more respect for myself.
Strongly agree Agree Disagree 
1 2 3
Strongly Disagree 
4
9) All in all I am inclined to think that I am a failure.
Strongly agree Agree Disagree 
1 2 3
Strongly Disagree 
4
10)1 take a positive attitude towards myself.
Strongly agree Agree Disagree
1 2 3
Strongly Disagree 
4
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(GSES) Questionnaire C
The following statements describe what some people believe about their general abilities.
1. If something looks too complicated, I will not even bother to try it.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree
1 2 3 4 5
2 .1 avoid trying to learn new things when they look too difficult.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree
1 2 3 4 5
3. When trying something new, I soon give up if I am not initially successful.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree
1 2 3 4 5
4. When I make plans, I am certain I can make them work.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree
1 2 3 4 5
5. If I can't do a job the first time, I keep trying until I can.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree 
1 2 3 4 5
6. When I have something unpleasant to do, I stick to it until I finish it.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree
1 2 3 4 5
7. When I decide to do something, I go right to work on it.
Strongly agree Agree Neither agree or disagree Disagree 
1 2 3 4
Strongly Disagree 
5
8. Failure just makes me try harder.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree
1 2 3 4 5
9. When I set important goals for myself, I rarely achieve them.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree
1 2 3 4 5
10.1 do not seem to be capable of dealing with most problems that come up in my life.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree
1 2 3 4 5
11. When unexpected problems occur, I don't handle them very well.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree 
1 2 3 4 5
12.1 feel insecure about my ability to do things.
Strongly agree Agree Neither agree or disagree Disagree 
1 2  3 4
Strongly Disagree
5
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Questionnaire-D (BSES)
The following statements describe how confident some people are in breastfeeding. If you are pregnant please answer 
these questions according to your expectations.
1. I can always determine that my baby is getting enough milk.
NOT confident at all Not confident Sometimes confident Confident Very confident
1 2 3 4 5
2. I can always successfully cope with breastfeeding like I have with other challenging tasks.
NOT confident at all Not confident Sometimes confident Confident Very confident
1 2 3 4 5
3. I can always breastfeed my baby without using formula as a supplement.
NOT confident at all ' Not confident Sometimes confident Confident Very confident
1 2 3 4 5
4. I can always ensure that my baby is properly latched on for the whole feeding.
NOT confident at all Not confident Sometimes confident Confident Very confident
1 2 3 4 5
5 .1 can always manage the breastfeeding situation to my satisfaction.
NOT confident at all Not confident Sometimes confident Confident Very confident
1 2 3 4 5
6. I can always manage to breastfeed even if  my baby is crying.
NOT confident at all Not confident Sometimes confident Confident Very confident
1 2 3 4 5
7 .1 can always keep wanting to breastfeed.
NOT confident at all Not confident
1 2
Sometimes confident 
3
Confident
4
Very confident 
5
8 .1 can always comfortably breastfeed with my family members present.
NOT confident at all Not confident Sometimes confident Confident Very confident
1 2 3 4 5
9. I can always be satisfied with my breastfeeding experience.
NOT coiifident at all Not confident Sometimes confident Confident Very confident
1 2 3 4 5
10.1 can always deal with the fact that breastfeeding can be time consuming.
NOT confident at all Not confident Sometimes confident Confident Very confident
1 2 3 4 5
11.1 can always finish feeding my baby on one breast before switching to the other breast.
NOT confident at all Not confident Sometimes confident Confident Very confident
1 2 3 4 5
12.1 can always continue to breastfeed my baby for every feeding.
NOT confident at all Not confident Sometimes confident Confident Very confident
1 2 3 4 5
13.1 can always manage to keep up with my baby’s breastfeeding demands.
NOT confident at all Not confident Sometimes confident Confident Very confident
1 2 3 4 5
14.1 can always tell when my baby is finished breastfeeding
NOT confident at all Not confident Sometimes confident Confident Very confident
1 2 3 4 5
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Phase fill out all the questionnaires on the following pages and 
answer all the questions. YOUR answers are very important for this 
research and most o f the questions have no right or wrong answers, 
they just require you to give your opinion by circling the 
numbers/words. Please ask i f  you don 7 understand anything.
Birth Details
1. Did you have any stitches? Yes / No
2. Was your baby induced? Yes / No
3. How was your baby delivered:
Normally?
Caesarean?
Vonteuse? (suction) 
Forceps?
4. What was your baby’s weight?  lbs ozs or _
\  /
kgs
5. Did you start breastfeeding? Yes/No
6. Are you still breastfeeding now? Yes / No
I f  the answer is “no ’’please state how many days you did breastfeedfor:_
1. Did a midwife show you how to position the baby to the breast within the first two days? 
Yes/No
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QUESTIONNAIRE B
The following statements describe what some people believe about themselves:
11) On the whole I am satisfied with myself.
Strongly agree Agree Disagree 
1 2 3
Strongly Disagree 
4
12) At times I think I am no good at all.
Strongly agree Agree Disagree 
1 2 3
Strongly Disagree 
4
13)1 feel that I have a number of good qualities.
Strongly agree Agree Disagree 
1 2 3
Strongly Disagree 
4
14) I am able to do things as well as most other people.
Strongly agree Agree Disagree 
1 2 3
Strongly Disagree 
4
15) I feel I do not have much to be proud of.
Strongly agree Agree Disagree 
1 2 3
Strongly Disagree 
4
16)1 certainly feel useless at times.
Strongly agree Agree Disagree 
1 2 3
Strongly Disagree 
4
17) I feel that I am a person of worth, at least on an equal plane with others.
Strongly agree Agree Disagree Strongly Disagree 
1 2 3 4
18)1 wish I could have more respect for myself.
Strongly agree Agree Disagree 
1 2 3
Strongly Disagree 
4
19) All in all I am inclined to think that I am a failure.
Strongly agree Agree Disagree 
1 2 3
Strongly Disagree 
4
20) I take a positive attitude towards myself.
Strongly agree Agree Disagree 
1 2 3
Strongly Disagree 
4
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(OSES) Questionnaire C
The following statements describe what some people believe about their general abilities.
1. If something looks too complicated, I will not even bother to try it.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree
1 2 3 4 5
2 .1 avoid trying to learn new things when they look too difficult.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree
1 2 3 4 5
3. When trying something new, I soon give up if I am not initially successful.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree
1 2 3 4 5
4. When I make plans, I am certain I can make them work.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree
1 2 3 4 5
5. If I can't do a job the first time, I keep trying until I can.
Strongly agree Agree Neither agree or disagree Disagree 
1 2 3 4
Strongly Disagree 
5
6. When I have something unpleasant to do, I stick to it until I finish it.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree 
1 2 3 4 5
7. When I decide to do something, I go right to work on it.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree 
1 2 3 4 5
8. Failure just makes me try harder.
Strongly agree Agree Neither agree or disagree Disagree 
1 2 3 4
Strongly Disagree 
5
9. When I set important goals for myself, I rarely achieve them.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree 
1 2 3 4 5
10.1 do not seem to be capable of dealing with most problems that come up in my life.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree 
1 2 3 4 5
11. When unexpected problems occur, I don't handle them very well.
Strongly agree Agree Neither agree or disagree Disagree Strongly Disagree 
1 2 3 4 5
12.1 feel insecure about my ability to do things.
Strongly agree Agree Neither agree or disagree Disagree 
1 2 3 4
Strongly Disagree
5
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Ouestionnaire-D (BSES)
The following statements describe how confident some people are in breastfeeding. Please do fill this out even if  you 
are combining breastfeeding with bottle-feeding, but not if you did not start breastfeeding.
1. I can always determine that my baby is getting enough milk.
NOT confident at all Not confident Sometimes confident Confident Very confident
1 2 3 4 5
2. I can always successfully cope with breastfeeding like I have with other challenging tasks.
NOT confident at all Not confident Sometimes confident Confident Very confident
1 2 3 4 5
3. I can always breastfeed my baby without using formula as a supplement.
 ^ NOT confident at all Not confident Sometimes confident Confident Very confident
1 2 3 4 5
4. I can always ensure that my baby is properly latched on for the whole feeding.
NOT confident at all 
1
Not confident 
2
Sometimes confident 
3
Confident
4
Very confident 
5
5 .1 can always manage the breastfeeding situation to my satisfaction.
NOT confident at all Not confident Sometimes confident Confident Very confident
1 2 3 4 5
1. I can always manage to breastfeed even if my baby is crying.
NOT confident at all Not confident Sometimes confident Confident Very confident
1 2 3 4 1' 5
2. I can always keep wanting to breastfeed. 
NOT confident at all Not confident
1 2
Sometimes confident 
3
Confident
4
Very confident 
5
8 .1 can always comfortably breastfeed with my family members present.
NOT confident at all Not confident Sometimes confident Confident Very confident
1 2 3 4 5
9 .1 can always be satisfied with my breastfeeding experience.
NOT confident at all Not confident Sometimes confident Confident Very confident
1 2 3 4 5
10.1 can always deal with the fact that breastfeeding can be time consuming.
NOT confident at all Not confident Sometimes confident Confident Very confident
1 2 3 4 5
11.1 can always finish feeding my baby on one breast before switching to the other breast.
NOT confident at all Not confident Sometimes confident Confident Very confident
1 2 3 4 5
12.1 can always continue to breastfeed my baby for every feeding.
NOT confident at all Not confident Sometimes confident Confident Very confident
1 2 3 4 5
13.1 can always manage to keep up with my baby’s breastfeeding demands.
NOT confident at all Not confident Sometimes confident Confident Very confident
1 2 3 4 5
14.1 can always tell when my baby is finished breastfeeding.
NOT confident at all Not confident Sometimes confident Confident Very confident
1 2 3 4 5
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QUESTIONNAIRE E (PES)
The following statements describe what some new parents believe about their abilities to take care 
o f their babies. Do not worry i f  you have not experienced all theses activities, this questionnaire is 
about your expectations.
1. I can manage the feeding of my baby.
Cannot do at all Cannot do often Moderately Certain Can Do Certain can do Very certain can 
do
1 2 3 4 5
2. I can manage the responsibility of my baby.
Cannot do at all Cannot do often Moderately Certain Can Do Certain can do Very certain can 
do
1 2 3 4 5
3. I can tell when my baby is hungry.
Cannot do at all Cannot do often Moderately Certain Can Do Certain can do Very certain can 
do
1 2 3 4 5
4. I can deal effectively with the baby when he/she cries for “no reason”.
Cannot do at all Cannot do often Moderately Certain Can Do Certain can do Very certain can 
do
1 2 3 4 5
5. I will be able to tell when my baby is ill.
Cannot do at all Cannot do often Moderately Certain Can Do Certain can do Very certain can 
do
1 2 3 4 5
6. I will be able to tell when to add different food items to my baby’s diet.
Cannot do at all Cannot do often Moderately Certain Can Do Certain can do Very certain can 
do
1 2 3 4 5
7. I will be able to manage my daily activities as well as before, meanwhile caring for the baby. 
Cannot do at all Cannot do often Moderately Certain Can Do Certain can do Very certain can 
do
1 2 3 4 5
8. When I think the baby is ill, I will be able to take his/her temperature accurately.
Cannot do at all Cannot do often Moderately Certain Can Do Certain can do Very certain can 
do
• 1 2 3 4 5
9. I can give my baby a bath without him/her getting cold or too upset.
Cannot do at all Cannot do often Moderately Certain Can Do Certain can do Very certain can 
do
1 2 3 4 5
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10. I will work out my concerns about working or studying.
Cannot do at all Cannot do often Moderately Certain Can Do Certain can do Very certain can
do
1 2 3 4 5
11. I can keep my baby from crying most of the time.
Cannot do at all Cannot do often Moderately Certain Can Do Certain can do Very certain can
do
1 2 3 4 5
12. I can maintain my relationships during this next year.
Cannot do at all Cannot do often Moderately Certain Can Do Certain can do Very certain can
do
1 2 3 4 5
13. I can meet the demands placed on me now that the baby is here.
Cannot do at all Cannot do often Moderately Certain Can Do Certain can do Very certain can
do
1 2 3 4 5
14. I will be able to get the baby and myself out for an appointment.
Cannot do at all Cannot do often Moderately Certain Can Do Certain can do Very certain can
do
1 2 3 4 5
15. I have good judgement in deciding how to care for the baby.
Cannot do at all Cannot do often Moderately Certain Can Do Certain can do Very certain can
do
1 2 3 4 5
16. I will be able to get the baby on a good night time routine.
Caimot do at all Cannot do often Moderately Certain Can Do Certain can do Very certain can
do
1 2 3 4 5
17. I can give the baby the attention h/she needs.
Cannot do at all Cannot do often Moderately Certain Can Do Certain can do Very certain can
do
1 2 3 4 5
18. I will be able to arrange a babysitter when I need one.
Cannot do at all Cannot do often Moderately Certain Can Do Certain can do Very certain can
do
1 2 3 4 5
19. I will be able to tell what my baby likes and dislikes.
Cannot do at all Cannot do often Moderately Certain Can Do Certain can do Very certain can
do
1 2 3 4 5
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20. I will be able to sense my baby’s moods.
Cannot do at all Cannot do often Moderately Certain Can Do Certain can do Very certain can 
do
1 2 3 4 5
21. I can show my love for my baby.
Cannot do at all Cannot do often Moderately Certain Can Do Certain can do Very certain can 
do
1 2 3 4 5
22. I can calm my baby when h/she s upset.
Cannot do at all Cannot do often Moderately Certain Can Do Certain can do Very certain can 
do
1 2 3 4 5
23. I will be able to support my baby during stressftil times such as the doctor’s office.
Cannot do at all Cannot do often Moderately Certain Can Do Certain can do Very certain can 
do
1 2 3 4 5
24. I will be able to stimulate my baby by playing with him or her.
Cannot do at all Cannot do often Moderately Certain Can Do Certain can do Very certain can 
do
1 2 3 4 5
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(BBSS) Questionnaire F
Most new mothers need help and support for a period o f time after they have a baby. This support is often given by the 
baby’s father or relatives, friends and professional people such as midwives, doctors or social workers. The purpose of 
this questionnaire is to ask about the amount of support you received from all or any o f these people.
1. Reassured me that I was doing well caring for my baby 
No help at all A small amount of help A moderate amount of help 
1 2 3
As much help as I wanted 
4
2. Listened to me talk about the new baby
No help at all A small amount of help A moderate amount of help 
1 2 3
As much help as I wanted 
4
3. Showed concern when I felt blue
No help at all A small amount of help A moderate amount of help
1 2 3
As much help as I wanted 
4
4. Believed that I am a good mother
No help at all A small amount of help A moderate amount of help 
1 2 3
As much help as I wanted 
4
5. Was there when I felt lonely
No help at all A small amount of help A moderate amount of help
1 2  3
As much help as I wanted 
4
6. Praised me for efforts to care for the baby
No help at all A small amount of help A moderate amount of help 
1 2 3
As much help as I wanted 
4
7. Made me feel that I am still an attractive person 
No help at all A small amount of help A moderate amount of help 
1 2  3
As much help aS I wanted 
4
8. Showed concern about my physical condition 
No help at all A small amount of help A moderate amount of help 
1 2 3
As much help as I wanted 
4
9. Praised me for my efforts to breastfeed
No help at all A small amount of help A moderate amount of help 
1 2 3
As much help as I wanted 
4
10. Made me feel confident even when I made mistakes
No help at all A small amount of help A moderate amount of help
1 2 3
11. Took care of the house
No help at all A small amount of help A moderate amount of help
1 2 3
As much help as I wanted 
4
As much help as I wanted 
4
12. Took me to the shops and other places I needed to go 
No help at all A small amount of help A moderate amount of help 
1 2 3
As much help as I wanted 
4
13. Took care of the new baby
No help at all A small amount of help A moderate amount of help
1 2 3
As much help as I wanted 
4
14. Prepared meals
No help at all A small amount of help A moderate amount of help
1 2 3
As much help as I wanted 
4
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15. Answered the telephone
No help at all A small amount of help A moderate amount of help 
1 2 3
As much help as I wanted 
4
16. Did my laundry
No help at all A small amount of help A moderate amount of help
1 2  3
As much help as I wanted 
4
17. Entertained visitors
No help at all A small amount of help A moderate amount of help 
1 2 3
As much help as I wanted 
4
18. Did letters/emails etc I usually do myself
No help at all A small amount of help A moderate amount of help
1 2 3
19. Shopped for needed items
No help at all A small amount of help A moderate amount of help
1 2 3
As much help as I wanted 
4
As much help as I wanted 
4
20. Lent or gave me money for baby things
No help at all A small amount of help A moderate amount of help 
1 2 3
As much help as I wanted 
4
21. Answered my questions about breastfeeding
No help at all A small amount of help A moderate amount of help
1 2 3
22. Gave me tips about breastfeeding
No help at all A small amount of help A moderate amount of help
1 2 3
As much help as I wanted 
4
As much help as I wanted 
4
23. Told me about sources of help
No help at all A small amount of help A moderate amount of help
1 2  3
As much help as I wanted 
4
24. Showed me how to breastfeed my baby
No help at all A small amount of help A moderate amount of help 
1 2 3
As much help as I wanted 
4
25. Showed me how to bath my baby
No help at all A small amount of help A moderate amount of help
1 2 3
26. Showed me how to change nappies
No help at all A small amount of help A moderate amount of help
1 2 3
27. Answered my questions about my baby
No help at all A small amount of help A moderate amount of help
1 2 3
28. Helped me to understand my baby’s cries
No help at all A small amount of help A moderate amount of help
1 2 3
29. Taught me how to take care of myself
No help at all A small amount of help A moderate amount of help
1 2 3
30. Showed me how to hold my baby
No help at all A small amount of help A moderate amount of help
1 2 3
As much help as I wanted 
4
As much help as I wanted 
4
As much help as I wanted 
4
As much help as I wanted 
4
As much help as I wanted 
4
As much help as I wanted 
4
Who would you say has given you the most support? (Not their name, but their 
role.)________________________
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Attitudes to Breastfeeding
This questionnaire is part o f a wider research study for my PhD thesis at the University o f Surrey 
and will provide valuable information, so that a comparison can be made between the attitudes held 
by young people compared with older people. Especially as very young mothers are less likely to 
breastfeed than older mothers. Public attitudes ultimately inform public policies; therefore 
everyone’s opinion is important. Results from this study will be presented at a future conference 
and may be incorporated into a published piece o f work in a peer-reviewed journal. Your help is 
very much appreciated.
What is your gender? Male / Female Age?
If you are over 25 please just fill out section one only; if 25 or younger please fill out both 
sections.
Please circle the appropriate response:
Section One
1. *The benefits of breast milk last only as long as the baby is breastfed.
Strongly agree Agree Don’t know Disagree Strongly disagree
2. *Bottle-feeding is more convenient than breastfeeding. 
Strongly agree Agree Don’t know Disagree Strongly disagree
3. Breastfeeding increases mother infant bonding.
Strongly agree Agree Don’t know Disagree Strongly disagree
4. *Breast milk is lacking in iron.
Strongly agree Agree Don’t know Disagree Strongly disagree
5. Bottle-fed babies are more likely to be overfed than breast fed babies.
Strongly agree Agree Don’t know Disagree Strongly disagree
6. ^Formula feeding is the best choice if the mother plans to return to work/college. 
Strongly agree Agree Don’t know Disagree Strongly disagree
7. Mothers who formula feed miss one of the great joys of motherhood.
Strongly agree Agree Don’t know Disagree Strongly disagree
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8. *Women should not breastfeed in public places.
Strongly agree Agree Don’t know Disagree Strongly disagree
9. Breastfed babies are healthier than formula fed babies. 
Strongly agree Agree Don’t know Disagree Strongly disagree
10. * Breast fed babies are more likely to be overfed than formula fed babies.
Strongly agree Agree Don’t know Disagree Strongly disagree
11. ^Fathers feel left out if a mother breastfeeds. 
Strongly agree Agree Don’t know Disagree Strongly disagree
12. Breast milk is the ideal food for babies. 
Strongly agree Agree Don’t know Disagree Strongly disagree
13. Breast milk is more easily digested than formula.
Strongly agree Agree Don’t know Disagree Strongly disagree
14. * Formula is as healthy for an infant as breast milk.
Strongly agree Agree Don’t know Disagree Strongly disagree
15. Breastfeeding is more convenient than formula feeding.
Strongly agree Agree Don’t know Disagree Strongly disagree
16. Breast milk is cheaper than formula milk. 
Strongly agree Agree Don’t know Disagree Strongly disagree
17. *A mother who occasionally drinks alcohol should not breastfeed her baby.
Strongly agree Agree Don’t know Disagree Strongly disagree
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Section Two
1. A small breast does not produce very much milk: True or False
2. Breastfeeding means the mother must eat for two: True or False
3. A mother must drink plenty of milk if she is to produce adequate milk for her baby:
True or False
4. Breastfeeding, in general, prevents the baby being overfed: True or False
5. Either: MALE (a) I would not want my wife to breastfeed.
Agree Undecided Disagree
(b) I would be embarrassed for anyone to see my wife breastfeeding. 
Agree Undecided Disagree
Or: FEMALE (a) I would not want to breastfeed.
Agree Undecided Disagree
(b) I would be embarrassed to be seen breastfeeding in public.
Agree Undecided Disagree
6. I would be embarrassed to see a woman breastfeeding in public.
Agree Undecided Disagree
7. Breastfeeding should be the normal practice in every society.
Agree Undecided Disagree
8. Breastfeeding should only be carried out in private.
Agree Undecided Disagree
9. A man’s attitude towards breastfeeding is biased by sexual connotations.
Agree Undecided Disagree
10. Have you ever read or seen anything in the media concerning breastfeeding?
Yes No
11. Have you ever received any formal education about breastfeeding?
Yes No
12. Have you ever seen a woman breastfeeding?
Yes No
Thank you for participating in this study.
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Attitudes to Breastfeeding
This questionnaire is part o f a wider research study for my PhD thesis at the University o f Surrey 
and will provide valuable information. Your help is very much appreciated. Please circle all the 
appropriate responses.
What is your age?
What is your ethnic origin? African? African-Carlbbean? Asian? White (European)? 
White(other)?
As a baby were you breastfed? Yes / No / Don’t know 
Section One
1. The benefits of breast milk last only as long as the baby is breastfed.
Strongly agree Agree Don’t know Disagree Strongly disagree
2. Bottle-feeding is more convenient than breastfeeding. 
Strongly agree Agree Don’t know Disagree Strongly disagree
3. Breastfeeding increases mother infant bonding.
Strongly agree Agree Don’t know Disagree Strongly disagree
4. Breast milk is lacking in iron.
Strongly agree Agree Don’t know Disagree Strongly disagree
5. Bottle-fed babies are more likely to be overfed than breast fed babies.
Strongly agree Agree Don’t know Disagree Strongly disagree
6. Formula feeding is the best choice if the mother plans to return to work/college. 
Strongly agree Agree Don’t know Disagree Strongly disagree
7. Mothers who formula feed miss one of the great joys of motherhood.
Strongly agree Agree Don’t know Disagree Strongly disagree
8. Women should not breastfeed in public places.
Strongly agree Agree Don’t know Disagree Strongly disagree
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9. Breastfed babies are healthier than formula fed babies.
Strongly agree Agree Don’t know Disagree Strongly disagree
10. Breast fed babies are more likely to be overfed than formula fed babies.
Strongly agree Agree Don’t know Disagree Strongly disagree
11. Fathers feel left out if a mother breastfeeds. 
Strongly agree Agree Don’t know Disagree Strongly disagree
12. Breast milk is the ideal food for babies. 
Strongly agree Agree Don’t know Disagree Strongly disagree
13. Breast milk is more easily digested than formula.
Strongly agree Agree Don’t know Disagree Strongly disagree
14. Formula is as healthy for an infant as breast milk.
Strongly agree Agree Don’t know Disagree Strongly disagree
15. Breastfeeding is more convenient than formula feeding.
Strongly agree Agree Don’t know Disagree Strongly disagree
16. Breast milk is cheaper than formula milk. 
Strongly agree Agree Don’t know Disagree Strongly disagree
17. A mother who occasionally drinks alcohol should not breastfeed her baby.
Strongly agree Agree Don’t know Disagree Strongly disagree
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Section Two
1) The important people in my life think breastfeeding is a good thing.
Strongly agree Agree. Don’t know Disagree Strongly disagree
2) It matters to me what the important people in my life think.
Strongly agree Agree Don’t know Disagree Strongly disagree
3) It is normal to breastfeed.
Strongly agree Agree Don’t know Disagree Strongly disagree
4) I will have control over the decision to breastfeed any children I may have.
Strongly agree Agree Don’t know Disagree Strongly disagree
5) I believe that breastfeeding will be easy.
Strongly agree Agree Don’t know Disagree Strongly disagree
6) I intend to breastfeed any children that I may have in the future.
Strongly agree Agree Don’t know Disagree Strongly disagree
Thank you for participating in this study. 
Please return to Mrs Bailey.
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/Appendix C -  The qualitative interview schedule
1. How has your life changed since the arrival of your baby?
2. How confident are you in general about fulfilling your baby’s needs?
> Prompt: Not just in breastfeeding, but in other areas of parenting.
3. How confident are you in meeting your baby’s dietary needs through 
breastfeeding?
>  P ro /n p fs ; Tell m e your BF story.
>  Is the baby a satisfactory weight?
>  W hen do you think you will need to wean if you haven’t done so already?
>  Is he/she a happy baby?
4. How do you cope with your own needs while breastfeeding?
>  Prompts: For example finding the energy and time to do other things?
>  How much support do you get and from who?
5. Are you planning to return to work or school?
>  Prompts: How confident are you that you will be able to breastfeed for another couple of 
months or longer?
>  Have you tried a breast pump and if so how did you find it?
6. How confident are you when breastfeeding in public?
>  Prompt: And in front of other friends/relatives at home?
7. Do you think your age has had any influence on your ability to cope?
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